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for the discussion of topical medical issues. All 
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Mexico 


I am planning to go to Mexico City 
for the Academy Convention. Does the 
rate set by the tour include transporta- 
tion to and from my hometown—Chi- 
cago? 

I want to thank you and the Academy 
for the excellent conventions we have 
had in the past. I am really looking 
forward to being with you all in Mexico. 

Cordially, 
R.L., M.D. 


Chicago, Ill. 


Dear Dr. R.L. 


Transportation to and from the indi- 
vidual towns of the physicians attending 
the convention is not included in the 
tour fee. Obviously this will vary with 
the location of the physician,—East 
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LETTERS TO THE EDITOR 


—Concluded from page 22 





Dear J. L. 

The personal writings to which you 
refer were indeed published many years 
ago. Since that time, in consequence of 
my studies and writings in psycho- 
somatic medicine, | am convinced that 
patients can only be treated as an indi- 
visible whole,—mind-body as a single 
unit. I believe that the proctologist must 
be skilled in psychosomatic medicine 
inasmuch as every patient with intestinal 
symptoms has relevant emotional prob- 
lems. 


Nutrition is a part of every field of 


PRURITUS ANI 
PROMPTLY 
CONTROLLED 


Clinical investigations repeatedly demon- 
strate prompt and lasting relief of pruritus 
with TARCORTIN ftherapy.* 


In arecent study of 87 cases of pruritus ani: 


the rapid relicf of 


a remarkably consistent factor.””* 


itching in all cases was 





medical practice, including proctology. 
Adequate wound healing requires care- 
ful attention to the patient’s diet. Proper 
therapy of mucus and ulcerative colitis, 
constipation, or diarrhea, etc., demands 
a basic understanding of the principles 
of nutrition. 

Although I am not acquainted with 
the article you cite, I can see where the 
possibility of disturbances in gastro- 
intestinal physiology, perhaps chiefly 
emotionally based,—resulting in an 
overweight patient,—can very well be 
handled by the psychosomatically ori- 
ented proctologist. The problem is then 
one of psychosomatic medicine, includ- 
ing nutrition and disturbed intestinal 
physiology. 

Sincerely, 


The Editor 





TARGCORT 


Hydrocortisone O.5%-and Special Coal Tar Extract 
5% (TARBONIS®) in a greasless, stainless hydro- 
o}aliilomm ola —r- Uaal 


* REFERENCES: 1 
M.J 837. 1954 
7. 1896: 22-Clyman, &.G:: 


Welsh, A.E., and Ede, M.: 
Bleiberg, J J.M. Soc. New Jersey 
Postgrad. Med. 21:309, 1957; 


Ohio State 


Bleiberg, J.: Am. Practitioner 9:1404, 1957. 
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PAUL B. VAN DYKE, M.D. 
Suffern, N. Y. 


Hemorrhoidectomy 


Lhetieve that one should plan 
proctological surgery with the same con- 
sideration and foresight as one plans 
abdominal surgery. This means that one 
should be aware of and abide by the 
accepted general principles of good 
surgery and apply them to all ano-rectal 
procedures. Once this done, operating 
is easy and effective. My main empha- 
sis will be on the matter of exposure. 
The same pitfalls plague the rectal 
surgeon and the abdominal surgeon. One 
will start operating and find that the 
procedure is not going smoothly at all. 
Undue bleeding may be annoying and 
obscure the operative field, or one may 
not be able to determine the extent of 
pathology take 
of it properly when found. 


present, or to care 

In doing any operation if a surgeon 
is in trouble, it is usually due to the 
fact that his exposure is inadequate. He 
cannot see what he is doing nor does 
he have the space in which to do what 
is to be done. The abdominal surgeon 
rectifies the situation by enlarging his 
incision so that exposure then becomes 
adequate and he can proceed with the 
(Vol. 9, No. 1) FEBRUARY, 1958 


From Within 


operation more smoothly. The rectal 
surgeon gets in trouble too at times 
controlling bleeding and identifying all 
the pathology present and removing it 
properly, but in this area it is not 
always possible to enlarge the incision. 
Other proctologists have obviously had 
this trouble because there have been 
devised many approaches to this prob- 
lem of adequate rectal exposure. One 
method is the 
clamps. The peri-anal skin is grasped in 
each quadrant by a clamp and retracted 
outward by the assistant. This tends to 


use of Pennington 


produce eversion of the anal ring. How- 
ever, it is impossible by this means to 
expose the entire hemorrhoidal area— 
and supplemental traction must be ap- 
plied to each individual hemorrhoid 
drawing it out of the anal orifice. So 
we see that this attempt at exposure is 
not very effective. Another one is the 
use of the fenestrated bivalve speculum. 
This relic can be found in almost any 
general The idea 
which prompted the invention of this is 
admirable but its effectiveness 
much to be desired. As the blades of 

33 


surgical hospital. 


leaves 








a fenestrated bivalve speculum 


spread, tissue comprising the hemor- 


are 


rhoidal ring prolapses, not only between 
the blades, but through the fenestra as 
well, bulging into the lumen to such an 
extent as to completely obscure indi- 
vidual points of pathology. One only 
gets the definite impression that there is 
a lot of redundant tissue present. 

Some operators use a large wire ring 
centered on the anus. Guy sutures are 
placed between the skin and the ring 
at the four quadrants and are tied un- 
der tension. This method is similar to 
the Pennington clamp idea. but has the 
advantage of freeing the bands of the 
assistant for other duties. It has the 
disadvantage of becoming easily dis- 
placed. at which time it loses whatever 
inherent value it may have had. I have 
found that the use of the Pratt bivalve 
speculum is quite sufficient to give all 
the exposure required. This instrument 
has solid blades and is rather larger 
than the fenestrated bivalve speculum. 
With a Pratt bivalve speculum the en- 
tire hemorrhoidal area and mucosa 
above it are adequately exposed, one 
segment at a time, so that it may be 
seen and evaluated promptly. Occasion- 
ally hemorrhoids are so large that they 
will prolapse through the spread near- 
est the fulcrum but this is seldom 
troublesome and can be dealt with by 
improvisation. A sponge may be placed 
in the anal canal in this quadrant be- 
fore the blades are spread. This will 
serve to retract the undesired tissue. 

In proceeding with a hemorrhoidec- 
tomy it is very important to be able 
to delineate accurately the hemorrhoidal 
mass and to distinguish it clearly from 
normal rectal mucosa. Each rectal quad- 
rant is inspected in turn, looking for 
associated lesions such as cryptitis and 


papillitis. When the extent of the 
hemorrhoidal pathology is determined. 
operation placing the 
Pratt bivalve speculum in position with 
facing the hemorrhoid 
which is the lowest, according to the 
position in which the patient is placed. 
Since blood flows towards the floor, by 
operating on the lowest hemorrhoid 
first, one approaches each additional 
hemorrhoid through a relatively blood- 


less field. 


One may wonder why should one 


is begun by 


its opening 


operate in a cavity when a pile can be 
pulled through the anal orifice by trac- 
tion, and amputated. I consider it un- 
physiological and unanatomical to dis- 
locate a hemorrhoid and bring it to the 
exterior for operation, since this pro- 
cedure stretches the supporting tissue 
which is already relaxed. In pulling 
down and prolapsing the hemorrhoidal 
tissue manually, difficulty is found in 
being able to determine in the tissue 
mass where hemorrhoidal tissue ends 
and normal rectal mucosa begins. One 
may also find that instead of making a 
radial incision parallel to the long axis 
of the anal canal. one has veered off to 
the right or left and has made an 
oblique incision. With a Pratt bivalve 
speculum in place this is no problem. 
The structures are seen in their natural 
location—the true size of each is esti- 
mated promptly and the borders are 
readily recognized. 

The external skin is clamped with 
an Allis clamp, a second Allis clamp is 
placed at the pectinate line and a pear 
shaped area of peri-anal skin freed. A 
Mixter gall bladder clamp is applied 
at the proximal end of the hemor- 
rhoidal mass and a second is placed 
above it. By elevating the tips of these 
clamps, the hemorrhoid is also elevated 
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and a Buie hemorrhoidal clamp is 
placed across the entire isloated area 
of hemorrhoidal tissue. The hemorrhoid 
amputated. <A 
chromic cut in half lengths, is placed 
around the upper pole of the pile and 
tied. The short end is grasped with a 


is then suture. 0 


clamp and swung over the fulcrum of 
the Pratt and put aside for use later on. 
A continuous over-lay suture is then 
placed down to the pectinate line. The 
Buie clamp is removed and the run- 
ning stitch is snugged up, tied, and cut. 
At this stage one can now inspect the 
entire area of excision without inter- 
ference by adjacent rectal tissue. The 
short clamped 
swung out of the way, now acts as a 


end previously and 
guy suture which controls the line of 
excision. If hemostasis is inadequate 
with this suture, the bleeding point 
will readily be identified, and a second 
suture can be placed to take care of 
this. After final inspection has shown 
perfect hemostasis. the short end of the 
stitch which had been clamped is now 
cut and attention may be turned to the 
next area to be dealt with. 

We have seen now where adequate ex- 
posure has allowed us to deal with the 
second surgical principle namely hemo- 
stasis. We have obtained hemostasis un- 
der direct inspection. One never needs 


to worry about the integrity of the su- 
ture line nor does post operative hem- 
orrhage come later as a disagreeable 
surprise. 

The third surgical principle indirectly 
concerned with my thesis is that ot 
Many other hemorrhoidal 

not only the one I am 


infection. 

procedures, 
describing, take this 
tion when they provide for adequate 
skin drainage. The excision of a pear 
shaped area of peri-anal skin which is 
the first step in this procedure, allows 


into considera- 


for adequate drainage of the infection 
that invariably follows an operation in 
this contaminated area. In operating 
from within, not only is the inner com- 
ponent of the hemorrhoid under direct 
and constant visual inspection, but also 
the adjacent skin excision which pro- 
vides adequate drainage can be seen and 
can be judged as to whether it is ade- 
quate for the case in hand. This proce- 
dure leaves as little to chance as. I 
believe. it is possible to do. It makes 
for a surgical operation which meets 
all the requirements of good surgery 
and which is as meticulously done as 
any operative procedure in another part 
of the body. When the principles under- 
lying this point of view are realized, 
the actual procedure becomes simple. 


108 Washington Avenue 
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A Clinical-Pathological Study 


BOWEL OBSTRUCTION 


GEORGE J. RUKSTINAT, M.D., F.I.A.P. 


From the Departments of Pathology of 
the Loretto and Holy Cross Hospitals 
and the Stritch School of Medicine of 


Loyola 


B owe obstruction is a condi- 
tion which requires early recognition, 
proper evaluation and prompt treatment 
to reduce its high morbidity and mor- 
tality. The serious nature of this entity 
makes an accurate history mandatory. 
Changes in symptoms or laboratory or 
X-Ray findings must be rapidly and 
accurately appraised in order to pro- 
vide the patient with adequate care. In 
this study of one hundred patients with 
bowel observed at Holy 
Cross and Loretto hospitals, Chicago, 
Illinois, for the years 1951 to 1956 
inclusive, the mortality was fourteen 
per cent despite the most devoted care 
and often ingenious surgical procedures. 
The present study represents a compila- 
tion of the basic pathological situations 
found in these patients. They varied in 
age from 7 years to 86 years. There 
were sixty-nine females in the entire 
group in which seven deaths occurred, 
for a mortality rate of 10.1 per cent. Of 


obstruction 


University, Chicago, 


Illinois. 


the thirty-one males in the group seven 
died, so their mortality rate was 22.5 
per 
forty-one years of age, but thereafter 


cent. No deaths occurred before 
occurred quite uniformly in each decade 
in both men and women until age 80 
years. The sex, age. and mortality oc- 
currence are indicated in Table I. 
The individual assessment of symp- 
toms by patients with bowel obstruction 
is amazing in its variability. The pres- 
ence of abdominal pain was the chief 
reason for seeking medical help. Pain 
varied from the acute shock-producing 
type of strangulated inguinal hernia to 
the neglected partial obstructions en- 
countered in the so-called neurotics, the 
self-medicating, and the patients with 
tumor the bowel 
lumen. The disregard for such condi- 
tions as obstipation for six to ten days 
is difficult to comprehend. Nevertheless, 
seven of the fourteen patients, with ob- 
struction from malignancies, had to 


encroachment on 
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have emergency colostomies. In four no 
iurther surgery was possible because of 
the advanced malignancy occluding or 
encircling the bowel. In two others 
further surgery was refused. 

The group of malignancies was 
widely distributed, and three of the 
stomach with invasion of the colon and 
omentum had numerous small bowel 
and mesenteric metastases. One pro- 
duced drop metastases to the cul-de-sac 
of Douglas with a stricture of the rec- 
tum. There was one lymphosarcoma of 
the ileum so immense that it was mis- 
taken for a pregnancy. In two patients 
carcinoma of the right ovary formed 
peripheral adhesions and bowel obstruc- 
tions. In another woman both ovaries 
were involved by carcinoma and abun- 
dant metastases deformed the small 
bowel and mesentery. The cecum and 
rectum each were once the seat of a 
primary carcinoma. The recto-sigmoid 
was involved by a primary tumor five 
times and all the patients were males. 
The details of malignant site and the 
treatment and results are indicated in 


Table II. 

A special group (See Table III) was 
that of patients repeatedly subjected to 
surgery. One such woman had ten ab- 
dominal operations, including five for 
lysis of adhesions in a period of eight- 
een years. In addition she had had a 
tonsillectomy, thyroidectomy, and an 
operation for an infected great toe. The 
last period of illness in this patient was 
characterized by abdominal pain, nau- 
sea, and vomiting with a loss of thirty- 
five pounds in six weeks. An attempt was 
made to treat her conservatively for 
three days, with apparent success, by 
Levine tube, large doses of mineral oil 
by mouth, and saline enemas. In two 
days symptoms of increased intensity 
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TABLE | 


Sex, Age, and Mortality Incidence 
in One Hundred Patients with Bowel 


Obstruction 
MALE 

AGE NUMBER DEATHS 

1-10 Yrs. .. a ee 
ee 0 
20-30 " ee ae 
30-40"... meee | 
40-50 " Se err 5 2 
50-60 " ASS oo ee I 
ee 2 
ef eae Seeks 6 Z 
OM edo iol ahora | 
LCL. | a eerie eae 31 7 
5 Aa a 22.5 

FEMALE 

AGE NUMBER DEATHS 

ies | 
(2 SS eee 0 
75 UIE Rianne ates 2 
cg aaall eraeeaee eeea 13 
MEI aig iascdaidieleeses 21 2 
RM ons dateiece 14 2 
7 (| A a a ae ae 8 I 
PUG eg Scots oli 9 2 
OC | 
Li | eRe a 69 z 
TES ICS a ree 10.1 





occurred and the patient was relieved 
by cutting adhesive bands constricting 
the terminal ileum. This picture was 
repeatedly encountered in other pa- 
tients. Four men had obstruction fol- 
lowing herniorrhaphy and two follow- 
ing appendectomy while nine had ma- 
lignancies. 

In women extensive adhesions in sev- 
eral locations were encountered. The 
appendiceal region was first in occur- 
rence of post-operative bowel obstruc- 
tion, followed by pelvic adhesions, espe- 
cially after defundectomy, and then by 
deformities of the small bowel after 
cholecystectomy. One man had two and 
seven women had from two to five opera- 
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tions for freeing adhesions after ab- 
dominal operations. The most alarming 
symptoms of pain, nausea, vomiting and 
prostration developed in the man eight 
days after partial gastric resection and 
gastro-enterostomy. Reoperation  dis- 
closed a jejunal volvulus which was re- 
lieved by bowel resection and jejuno- 
jejunostomy. The same course of events 
occurred in two women three and six 
days respectively after cholecystectomy. 

The gravest outcome, exclusive of pa- 
tients with malignancies, occurred in 
elderly patients with severe myocardial 
damage and diabetes Mellitus. One such 
patient had an umbilical hernia from 
which she had periodically reduced a 
loop of bowel for twenty years. In her 
terminal illness bowel incarcerated for 
thirty hours became gangrenous and 
when the patient was eventually hospi- 
talized she died of coronary thrombosis 
within thirty minutes. Cardiac compli- 
cations occurred in eight of the four- 
teen patients who died. Myocardial 
fibrosis due to coronary artery disease 
was present in six and in one of these 
there was a huge parietal aneurysm of 
the left ventricle. In the other two au- 
ricular fibrillation led to cardiac decom- 
position associated with chronic mitral 
and aortic valvular disease. In four 


patients pulmonary embolism occurred 
in slight to lethal degrees. 

Strangulation of bowel in hernia sacs 
occurred in various degrees in twenty- 
seven patients. Ten had incisional her- 
nias and eight of these occurred in 
women. There were eight umbilical her- 
nias and these generally had a mixed 
content of omentum and bowel. Other 
hernias were encountered singly or in 
small groups and are listed in Table IV. 

One of the most baffling internal her- 
nias was encountered in a woman forty- 
three years of age without previous 
operation. On two occasions she had had 
symptoms compatible with cholecystitis 
and survived the first by conservative 
medical management. The second time 
she was brought to the hospital in shock 
and never recovered. At necropsy 44 cm. 
of ileum were found twisted and ob- 
structed through a congenital foramen 
in the right broad ligament. The hernial 
ring was round and smooth and 4 cm. in 
diameter. A fibrino-purulent peritonitis 
and paralytic ileus completed the final 
hours for this patient. 

Gall-stone obstruction of the jejunum 
was found in one woman. She had been 
subjected to repeated attacks of upper 
abdominal pain apparently from chole- 
cystitis. Adhesions developed between 












SITE MALE FEMALE 


ew eee | 
Stomach ...... i I 
Secem .....<» | 
R, Ovary ...... I 
Both Ovaries .. | 
Sigmoid ...... 5 
Rectum ....... | 





TABLE II 
Bowe! Obstruction due to Malignancy 
COLOSTOMY 


wl -a- 


REFUSED FURTHER 


INOPERABLE OPERATION 
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TABLE III 


Previous Operations in Patients 
with Bowel Obstruction 


MALE FEMALE OPERATION 


I 16 Cholecystectomy 
19 Hysterectomy 
12 Oophorectomy 
7 Salpingectomy 
2 23 Appendectomy 
| Gastrojejunostomy 
4 5 Herniorrhaphy 
! 


I Abdominal-Perineal 
Resection 


I D&C perforation of 
uterus and abdominal 
repair 

I Presacral neurectomy 

I Colectomy (for ulcer- 
ative colitis) 

2 Caesarean Sections 

I Ectopic pregnancy 


I Periappendiceal 
abscess 


| 27 Previous obstruction 
of bowel (includes 
repeated obstructions) 
5 lleo-ileostomy 
2 Pelvic endometriosis 
in| 123 
TABLE IV 


Bowe! Obstruction Associated with Hernia 


FEMALE 
SITE MALE COMMENT 
IEPA 22s Siacsic eas ames I 7 
LOO Pree 3 | 
Ransarell sc.65-260 estes 2 | 
R. Femoral Fossa ........ | 
Le | hh re re 2 8 
oe a ee a I 
R. Broad Ligament ..... | 
oS | 8 19 


Richters type 
Four women had several reoperations. 


Congenital foramen 
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the gali-bladder and duodenum and 
through them a gall-stone 7 cm. long and 
4 in diameter forced a fistulous passage 
into the bowel. The spontaneous chole- 
cysto-duodenostomy temporarily __ re- 
lieved the gall-bladder symptoms but soon 
the gall-stone caused an obstruction of 
the jejunum. Jejunostomy with removal 
of the stone was readily accomplished 
and the fistula from the gall-bladder was 
left undisturbed. This case was illustra- 
tive of the single instance of foreign 
body obstruction encountered in the 
group. 

Obstruction of the bowel in people 
not previously operated occurred in the 
patient with gall-stone impaction, in five 
with hernias and in fourteen with malig- 
nancies. The remaining eighty patients 
had had one hundred and thirty-four 
operations as is indicated in Table III. 
Relief of obstruction was achieved in 
eight of these by conservative means. 
The seventy-two not relieved by these 
measures had an additional ninety-three 
operations listed according to type in 
Table V. 

The scope of these procedures indicates 
the high degree of surgical competence 
necessary to cope with the serious condi- 
tion of bowel obstruction. 

Comment The obstructions due to 
adhesions considered here had a well- 
established site in reference to previous 
operations. None were regarded as con- 
genital anomalies of intestinal rotation 
as has been recently described by Find- 
lay and Humphreys.' Thev reported 24 
cases of malrotation in adults in some 
of whom there were extensive adhesions 
between the viscera. In their series as 


1. Congenital anomalies of Intestinal Rotation 
in the Adult, C. W. Findlay, Jr.; G. H. Hum- 
phreys, II, Internal Abstr. of Surg. 103:417, 1956. 


39 











TABLE V 


Operative Procedures for the 
Relief of Bowel Obstruction 


MALE FEMALE TYPES OF OPERATION 


20 Lysis of Adhesions 

| Gastrectomy 

| lieostomy 

Right hemicolectomy 

2 Resection sigmoid 
diverticulitis 
Enteroenterostomy 
Reduction of volvulus 
Salpingectomy 
Pelvic endometriosis 
Oopho-ectomy 
lleocolostomy 
Rectal plastic 
(Stenosis after 
hemorrhoidectomy) 
Appendectomy 
Celiotomy 
Witzel tube insertion 
Gastrojejunostomy 
Jejunojejunostomy 
Colostomy 
Anastomosis of 
colostomy 

| Sigmoidectomy 

| Cholecystectomy 
I Vagotomy 


-o 
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well as in the present one, X-Ray ex- 
aminations by barium meal and enema 
were exceedingly helpful. These authors 
stress the point that after operation the 
intestinal arrangement should be the 
“most advantageous for the individual 
patient”. This may mean nearly normal 
bowel position if compatible with free- 
dom from obstruction or at times a 
position of complete nonrotation. 

Due to the extensive use of anti- 
biotics, requests for extensive bacterio- 
logical examinations were minimal in 
my cases. This is in sharp contrast to 
procedures of a decade ago when fre- 
quent cultures were made for anaerobic 





2. Collective Review: Strangulation obstruc- 
tion; A Critical Review. |. Cohen, Jr., Internat. 
Abstr. of Surg. 103:105, 1956. 


organisms. As recently as August, 1956 
I. Cohen? devoted much of his splendid 
article to the affects of Cl. Welchii and 
bacterial activity on the production of 
toxicity in bowel obstruction. He indi- 
cated that in strangulation obstruction 
in long loops of bowel, death is due to 
blood loss. In short loops death is due 
to perforation and peritonitis. In simple 
obstruction B. Welchii is not effective 
and death is due to fluid and electrolyte 
imbalance. The vomiting incident to 
obstruction in the present series pro- 
duced dehydration, high red blood cell 
and high hematocrit readings, sodium 
loss and potassium imbalance. Liver and 
kidney function were impaired in many 
patients even when judicious parenteral 
alimentation was quickly employed. 

The seriousnesss of reoperation for 
bowel obstruction is born out by the 
fact that few patients left the hospital 
in less than eight days. Ten per cent 
had dehiscence of the operative wound. 
Others had difficulty in establishing 
normal peristalsis. This seemed espe- 
cially common in patients with volvulus. 
As is often the case, the patients with 
malignancies posed the gravest prob- 
lems and one had a hospital stay of 
86 days. 


Summary 


1. The findings are summarized in 
100 patients with bowel obstruction. 

2. Post-operative adhesions were 
the most common cause of obstruc- 
tion, followed by bowel malignancies 
and strangulated hernias. 

3. Unusual obstructions were found 
to be by a gall-tone in one instance 
and by strangulation through a con- 
genital foramen in the right broad 
ligament in a second patient. 


8001 Laflin Street 
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EARLY ANBULATION 


fanuary, 1958, issue of Sur- 
gery, Uynecology and Obstetrics, Dr. 
Daniel J. Leithauser presents a survey 
of early ambulation after surgery. He 
states that “replies received to a ques- 
tionnaire addressed to the surgical de- 
partments of leading medical schools 
and hospitals throughout the United 
States demonstrate that early ambula- 
tion after operation—which was virtu- 
ally unknown in a hospital 15 years 
ago, has found practically universal 
acceptance, at least in theory”. 
However, it is interesting that at this 
late date only 3.5% report immediate 
ambulation on recovery from anes- 
thesia, 9.8% on the day of operation, 
43.4% on the first day after operation, 
14.7% on the second dav after opera- 
tion, 7.8% on the third day after sur- 
gery, and 4.3% four or more days 
after surgery. He points out that “some 
srugeons require all of their patients 
to ambulate immediately after recovery 
trom anesthesia or on the day of opera- 
tion, while others in the same specialty 
and in the same hospital delay ambu- 
lation until the first or second or third 
post-operative day”. For that matter, 
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there is even inconsistency within the 
practice of an individual surgeon in the 
use of early ambulation. 

Of course, we must remember that 
this includes all types of surgery, 
specially herniorrhaphy, splenectomy, 
cholecystectomy, gastrectomy. hysterec- 
tomy, thoracoabdominal operations, ure- 
terorenal operations, prostatectomy, ab- 
dominoperineal operations, lung resec- 
tion and removal of herniated nucleus 
pulposus. When we add to this the 
thousands of ano-rectal surgical proce- 
dures that I have performed with im- 
mediate ambulation, we have a rather 
imposing list of surgical procedures. 

Leithauser further states, “since there 
is practically unanimous agreement 
both by those who use ambulation im- 
mediately, and those who use it very 
late, that postoperative walking causes 
no ill effects, and that it hastens recov- 
ery, and since many also believe that 
it prevents postoperative pneumonia 
and pulmonary embolism, the reluctance 
to have patients ambulate immediately. 
on the date of operation, is indeed sur- 
prising”. 

It is suggested by this author, as | 
have indicated in my own many writ- 
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ings on the subject, that “the failure of 
surgeons to use ambulation promptly 
and aggressively suggests that there is 
a lingering reluctance to break with the 
teachings and practices of the past. as 
well as a lack of complete comprehen- 
sion of the physiologic principles in- 
volved”. 

It is my opinion, and it appears to 
be that of leading surgeons throughout 
the United States. as quoted by Dr. 
Leithauser, that the patient who is to 
obtain the best possible results after 
surgery with the least risk. must be 
given the benefits of the technics of 
immediate ambulation. In terms of 
proctology, immediate ambulation is the 
best approach. Patients should not be 
hospitalized. If they are hospitalized. 
immediate ambulation should be insti- 
tuted as soon as the patient recovers 
from anesthesia. 

Dr. Leithauser points out that in his 
own practice over 99% of the surgical 
patients get out of bed to walk immedi- 
ately after recovery from anesthesia. 
This is true even after the most formida- 
ble procedures such as gastrectomy. 


abdominoperineal resection, and even 
total pancreatectomy. 

It is not necessary to re-emphasize 
the physiologic principles underlying 
the concept of early ambulation. How- 
ever, it is worth-while remembering 
that the major problems resulting from 
surgical trauma are a result of circula- 
tory insufficiency. This pathologic 
physiology is further intensified by pro- 
longed bed-rest. 

If the patient is made to walk im- 
mediately after surgery. both general 
circulation and pulmonary ventilation 
are immediately improved, and _ the 
trauma syndrome is reversed. 

I am in complete agreement with the 
author that it is “the surgeon’s responsi- 
bility, and not the patient’s desire which 
regulates the time, frequency, and con- 
sistent requirement of postoperative 
walking, in accordance with the pa- 
tient’s needs.” 

There is no doubt that in ano-rectal 
surgery the patient’s best interests are 
served by immediate ambulation in all 
cases. 

ALFRED J. Cantor, M.D. 
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Rectal 
Obstruction 

and Large 
Abdominal Mass 
Simulating 


Rectal Carcinoma 


GEORGE KINSLEY, M.D., F.A.C.S. 
Detroit, Michigan 


Review of the literature re- 
veals isolated reports of a large abdom- 
inal mass due to unusual metastases 
from carcinoma of the prostate, and ad- 
ditional reports of carcinoma of the 
prostate, without urinary symptoms, in- 
vading and surrounding the rectum 
causing obstructive symptoms and mas- 
querading as a primary rectal or recto- 
sigmoid Jesion. The fotlowing case re- 
port demonstrates the existence of both 
of these findings in the same patient, 
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i.e., large palpable abdominal mass and 
rectal obstruction with the primary 
pathology being carcinoma of the pros- 
tate. This case is also reported to empha- 
size that symptoms referrable to the 
genito-urinary tract may be entirely ab- 


‘sent or mild. The symptoms may point 


entirely to a primary carcinoma of the 
rectum or colon. Awareness of the pos- 
sibility that the primary pathology may 
be in the prostate may help to avoid 
an unnecessary rectal or recto-sigmoid 
resection. Invasion of the rectum by 
carcinoma of the prostate despite its 
proximity does not take place often be- 
cause of nature’s line of defense, Denon- 
villiers’ Fascia, lying between the two 
organs and acting as a barrier against 
posterior invasion of the neoplasm. 
Nevertheless, this fascia is, of course, 
not absolutely impervious, and exten- 
sion to the rectum may occur as in the 
case reported below. Also, metastases 
from the prostate to the iliac and aortic 
lymph nodes, causing a large palpable 
mass, is even more uncommon but must 
be considered among the possibilities in 
the diagnosis of unexplained abdominal 
masses. 

In questionable instances of cases of 
this type, the response to estrogen ther- 
apy may be helpful in making an exact 
diagnosis. Actual regression in tumor 
size and in the size of the constricting 
lesion may be evident in two to four 
weeks after the start of therapy, as is 
demonstrated in this case. 

Report of Case H.S., aged 58, was 
first examined on October 10, 1953. The 
patient had had symptoms of partial 
large bowel obstruction for about six 
months prior to this examination. The 
symptoms consisted of lower abdominal 
cramps, abdoininal distension, narrow- 
ing of the stools, and occasional bouts 

43 








FIGURE | (top) 


Barium enema x-ray showing extensive rectal 
defect prior to therapy. 


FIGURE 2 (bottom) 


Barium enema x-ray showing normal distensible 
rectum after hormone therapy. 


of diarrhea. There was one episode of 
rectal bleeding after a hard bowel 
movement. There was no urinary difh- 
culty or symptoms of prostatism at any 
time. He had lost twenty pounds in 
weight in the past four months, He 
had not had a bowel movement for the 
past two days. The patient’s abdomen 
was moderately distended when first 
examined, Despite this distension, there 
was an easily palpable mass approxi- 
mately 18 x 18 cm., hard and lumpy, 
situated in the left lower quadrant, but 
extending above the umbilicus into the 
left upper quadrant. The mass was not 
especially tender and it seemed to be 
firmly attached posteriorly. 

Rectal digital examination revealed 
a stricture of the rectum at about six 
to seven centimeters. The prostatic area 
felt smooth without any definite bound- 
aries. A proctoscope was passed for 
seven centimeters, at which point it 
could not be advanced further because 
of an annular constricting lesion which 
was ulcerated for about one third of its 
circumference. A biopsy was taken from 
this area. Biopsy revealed adenocarcin- 
oma. The partial obstruction was de- 





compressed by conservative measures. 
A barium enema x-ray was performed 
and was reported as “extensive annular 
defect in the rectum with loss of mucosa 
which has the appearance of an exten- 
sive carcinoma.” An intravenous pyelo- 
gram was normal, X-ray of the chest 
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was normal, A laparotomy was per- 
formed on October 18, 1953, and the 
palpable mass proved to be markedly 
enlarged retroperitoneal lymph nodes 
extending along the iliac vessels and 
aorta. The pelvis was firmly “frozen” 
by a hard mass involving the entire 
recto-sigmoid and lateral pelvic walls. 
One of the retroperitoneal glands, re- 
moved for biopsy, revealed “adenocar- 
cinoma in retroperitoneal lymph node, 
The histologic appearance 
is that of a well differentiated adeno- 
carcinoma of the type seen which is 
primary in the prostate gland.” Acid 
phosphatase was 0.2 Bodansky units. 
Alkaline phosphatase 2.3 units. X-ray 
of the lumbo-sacral spine revealed no 
evidence of bony metastases. On Oc- 
tober 20, 1953, the patient was started 
on diethylstilbesterol, 5 mg. by in- 
tramuscular injection. Orchidectomy, 
which was recommended by a consultant 
in urology, was refused by the patient. 


metastatic. 





The abdominal mass resolved very rap- 
idly and was not palpable after three 
weeks of therapy. The rectal stricture 
resolved in a similar manner. Sigmoid- 
oscopic examination three weeks after 
therapy was entirely negative for 22 
centimeters. The mucosa appeared nor- 
mal. Rectal examination of the pros- 
tate by an independent observer was 
considered normal. Barium enema x-ray 
taken one month after the start of ther- 
apy was reported as normal, Figures 
1 and 2 demonstrate the extensive de- 
fect of the rectum before and after 
therapy. The patient remained asymp- 
tomatic on estrogen therapy for about 
three years, at which time he developed 
back pain, and x-rays of the lumbo- 
sacral spine demonstrated metastatic le- 
sions. The abdominal mass has not re- 
curred. The stricture of the rectum has 
partially recurred, causing constipation, 
but no obstructive symptoms similar to 
those when first examined. 


Summary 


A case of rectal obstruction and 
large palpable abdominal mass, sec- 
ondary to carcinoma of the prostate, 
has been demonstrated. This 
primary _ prostatic 
lesion, without genito-urinary symp- 


case 
demonstrates a 


toms of prostatism, masquerading as 
a primary neoplasm of the lower in- 
testine. The remarkably rapid re- 
sponse to androgen alteration is de- 
scribed and suggests its use as a diag- 
nostic test for this type of lesion. 
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A Preliminary Clinical Report 


Extensive Colotomy for 


of Elusive Polyps, Ulcers, 


Bw many Americans are 
dying from unsuspected colonic malig- 
nancies because of the great difficulty 
encountered in detecting such malignant 
lesions in their incipiency. Frequentiy 
a positive diagnosis is made of a colonic 
growth by the Roentgenologist, only to 
have the Surgeon fail to locate any ab- 
normality holding the colon in his ex- 
amining fingers at a laporatomy. Re- 
cently Bargen* stated:—“This rather 
gloomy story of polyps, from the stand- 
point of frequency, the limited possibil- 
ity of early detection, and the consider- 
able possibility of eventuation into car- 
cinoma, should stimulate clinicians and 
surgeons to devise ways and means of 
diagnosing these lesions in their incipi- 
ency. Once the diagnosis is made, the 
treatment is very satisfactory.” There 
is marked unanimity of opinion among 
investigators that polyps of the large 
bowel are premalignant lesions.” * * ™ 

It is only within the past few years. 
with the advent of specific antibacterial 
agents and antibiotics, that surgeons 
have dared to suggest that it might be 
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safe to conduct “open” technics upon 
the colon without a concomitant pro- 
hibitive mortality rate.’ * 4: > & § 1%" 
So rapid have been the advances in the 
field of bowel sterilization that all tech- 
nics advocated five years ago are today 
out-moded. Too much credit can not be 
paid to Poth’® for the many outstanding 
contributions that he has made recently 
to this subject. Having now established 
the fact that there are very reliable 
methods whereby the bowel content and 
the peritoneal cavity can be quickly and 
safely sterilized from a_ bacteriological 
viewpoint, the Colo-proctologist can no 
longer be excused for failing to locate 
and eradicate the early pre-malignant 
or malignant lesions of the large bowel. 
No longer can palpation through the 
intact bowel wall, transillumination, en- 
doscopy or coloscopy be considered ade- 
quate examination to rule out the pres- 
ence of potentially malignant colonic 
lesions. Such a similar technic will be 
required to locate the site of bleeding 
from the large bowel. in the future. 
Bacon and Peale’ found in their experi- 
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the Intraluminal Location 


and Tumors 


ence with 202 patients with colonic ade- 
nomatous polyps that seventy per cent 
were complaining only of rectal bleed- 
ing. Peters® has pointed out that massive 
melena in adults may arise from colonic 
diverticulitis. 

A study has been in progress for the 
past six years on the safety of open 
colotomies. I have been reluctant to 
report this study until now, because I 
feared that others might perform ex- 
tensive colotomies upon their patients 
without giving them adequate preoper- 
ative and operative protection, utilizing 
our newest and most effective antibac- 
terial agents and antibiotics. The first 
such colotomy was performed by me in 
1951 with considerable fear as to its 
final outcome. In that particular in- 
stance an elusive benign, bleeding poly 
of the left colon was quickly and easily 
located. (Case #1, Chart VI). Since 
then over the past six years, I have per- 
formed extensive colotomies in thirty- 
two additional patients, without a death. 
In this group were six individuals who 
had an extensive preoperative general- 
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DONALD C. COLLINS, M.D., F.A.C.S. 


Hollywood, California 


ized peritonitis. The total wound in- 
fections in this group were seven in- 
stances (21.2 per cent). Postoperative 
medical morbidity was limited to five 
patients (15.2 per cent), consisting of: 
—pneumonia:—2, chronic myocardi- 
tis:—1, diabetes mellitus:— 1, phlebo- 
thromboses:—1l, and _prostatitis:—1. 
All of these five patients made a satis- 
factory recovery. Chart VI details the 
data of our experiences and treatment 
of these thirty-three successful extensive 
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CHART | 


Best Drugs for Intestinal Antisepsis 


- Neomycin plus phthalylsulfathiazole (BEST) 
2. Succinylsulfathiazole (Sulfasuxadine) 

3. Phythalylsulfathiazole (Sulfathaladine) 
(GOOD) 


CHART II 


Worst Drugs for Intestinal Antisepsis 


. Chlortetracycline (WORST) 
. Oxytetracycline 

. Tetracycline 

. Chloramphenicol 


ahwn — 


. Neomycin plus any of above four antibac. 
terial agents (BETTER) 


CHART lil 


Technic for Maintaining Intestinal Antisepsis 


CLASS | 


(No bowel obstruction present. Purgation permissable. Elective 
case.). 

(Time for adequate preparation:—66 hours.). 

. | P.M., First Day:—Castor Oil 60 cc.; plus Neomycin 1.0 gm. 
and Sulfathaladine 1.5 gms. per os. Strict non-residue diet. Force 
Vitamin C juices. 

. For next 66 hours:—Same antibacterial agents as in #1, per os 
every 4 hours to time of surgery. Cleansing sterile physiologic 
saline enema at 8 P.M., night before surgery. 

. Intestinal antisepsis will be maintained without further medication 
until first B. M. 

. Then restart same treatment as in #2 until 10th P. Op. Day, plus 
Lactinex Tabs. #2 every four hours per os. 

. Stop antibacterial agents, continue Lacinex Tabs. as before, plus 
10,000 units of Bacitracin every four hours for six additional days. 
. Diarrhea or pruritis caused by yeasts controlled by Vioform or 


Nystatin per os, and by 3% Vioform ointment locally. 
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CHART IV 


> 
: Technic for Maintaining Intestinal Antisepsis 
CLASS Il 
3 (Partial bowel obstruction present. Purgation contraindicated.). 
} 1. Immediate intestinal decompression by a Miller-Abbott Tube plus 


constant suction. 

2. Prompt and adequate intravenous fluid and electrolyte replace- 
ment therapy. 

3. Relief of partial bowel obstruction and reestablishment of bowel 
movements. 

4. 66 hour pre-operative regime as outlined for Class | patients. 

5. Same post-operative regime as outlined for Class | patients. 


OS LS sage SE 


CHART V 


Technic for Maintaining Intestinal Antisepsis 
CLASS Ill 


7 SS TP 


(Complete bowel obstruction or acute intra-abdominal emerg- 
encies or intestinal perforative trauma—often with peritonitis. 
Proper pre-operative preparation of intestinal tract contra- 
indicated.). 

I. Quickly restore patient to as near normal as possible, by ade- 
quate fluid and electrolyte replacement therapy. Combat shock 
and hemorrhage. 

2. As soon as patient's condition becomes stabilized, perform ab- 
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dominal exploration. 
3. Aspirate peritoneal cavity. 
4. Add 200 c.c. of 0.5% aqueous solution of neomycin containing 
in addition bacitracin 500 units per c.c. to the peritoneal cavity. 
5. Evacuate intestinal lumen contents, if possible by aseptic suction 


PR 


aspiration. 

6. Fill evacuated intestinal lumen with 1,000 c.c. of 1.0% of aqueous 
solution of neomycin containing in addition 250 units per c.c. of 
bacitracin. 

7. Aspirate out peritoneal cavity at termination of operation and 
replace 100 c.c. of solution detailed in #4 above. 

i 8. Irrigate incisional wound with adequate amounts of solution de- 

i tailed in #4 above. 

9. Institute same post-operative regime as detailed for CLASS | 
patients. 
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CASE SEX, 
NO. AGE 


M 
4 48 
M 

2. 45 
3 68 
a 

4 51 
M 

5 63 
M 

6 57 
M 

7 35 
= 

8 31 
M 

9 49 
M 

10 55 
F 

i 66 
M 

12. 31 
M 

13 53 
M 

14 70 
M 

15 43 
M 

16 44 
M 

17 72 


PT'S 
INITIALS 


J.S.T. 


C.L.V. 


H.W.W. 


R.T.Y. 


L.N.B. 


A.C.K. 


B.G.M. 
V.C.P. 

J.C.F. 

E.A.D. 

J.G. 


3 


AAS. 


CHART VI 


LESIONS FOUND 
L. Colon, bleeding polyp, 
benign. 


Gun shot perf. T. Colon, 
3 Malig. polyps Distal T. 
Colon. 


L. Colon, 2 
Malig. Polyps of T. Colon. 


Large Ca. 


L. Colon, multiple-polyps, 
2 malignant. 


T. Colon, 6 bleeding sessile 
polyps, benign. 


Acute diverticulitis of Sig- 
moid, bleeding ulcer. 


Acute C.U.C., L. Colon, 
Multip. pseudo benign 
polyps, entire colon. 

Multip. 
colon, 3 malignant. 


Polyposis, entire 
Splenic Flexure, small, ulcer. 
malig. polyp. 

Multiple small hemangi- 
omas, T. & L. Colons. 


Many small bleeding Cas. 
T. & L. Colons. 


Acute Exacer., C.U.C., Mas- 
sive bleeding. 

Stab Wd. Lac. L. Colon, 
5 polyps, | malig, L. 

Large Ca. T. Colon; 4 
Polyps, 2 malig. L. Colon. 
4 bleeding, benign polyps, 
T. colon & Sigmoid. 
Familial polyposis, 3 malig. 


in T. & L. Colons. 


Benign, bleeding polyps 
Splenic Flex. & L. Colon. 


TABULATION OF PATIENTS IN THIS REPORT 


TREATMENT 


Local excision. 


Resect. entire T. Colon, 
Anastom. Rt. Colon to L. 
Colon. 


Partial colectomy, anastom 


hepatic flexure to sigmoid. 


Left colectomy, end to end 


anastomosis. 
Transv. colectomy, end to 


end anastomosis. 


Resection of Sigmoid Co- 
lon, end to end anasto- 


mosis. 


Total colectomy, Ileo- 
proctostomy. 


Total 
proctostomy. 


colectomy, Ileo- 


Partial colectomy, T. Colon 
anastom. to Sigmoid, 


Partial colectomy, Hepatic 


Flex. anastom. to Sigmoid. 


Partial colectomy, Hepatic 


Flex. anastom. to Sigmoid. 


Total colectomy with Perm. 
lleostomy. 


L. colectomy, T. colon 


anastom. to Sigmoid. 


Partial colectomy, Hepatic 


Flex. anastom. to Sigmoid. 


Partial colectomy, T. Colon 
anastom. to Sigmoid. 


Total Perm.- 


lleostomy. 


colectomy, 


Partial colectomy, T. Colon 
anastom. to Sigmoid. 
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CONDITION 
ON HOSP. 
DISCHARGE 


Well. 


Well. 
Well. 
Well. 


Well. 


Well. 


Well. 


Well. 
Well. 
Well. # 
Well. 
Well.* 
Well.* 
Well. 
Well. 
Well. # 


Well. 





a rege: = 


ET aE 





, 
, 
; 
: 
, 








' 
; 














20. 


21. 


ne; 


23. 


24. 


25. 


26. 


27. 


28. 


v4 


30. 


31. 


32. 


33. 


Females: 


Males: 


Totals: 





SEX, 
AGE 


M 
4l 


M 
47 
M 
49 


M 
46 


75 


67 


58 


63 


32 


46 


69 


74 


nn 


SEZ RE 


M 
76 


8 (24.24 per cent) 
25 (75.75 per cent) 


33 


T' 


INITIALS 


J.A.D. 


W.McC. 


R.E.D. 


A.D.F. 


V.R.H. 


Se 


J.J.M. 


D.C.P. 


J.K.E. 


LESIONS FOUND 
Duplic. Rt. Colon, Malig. 
Polyp in normal Rt. Colon. 


Solit. Cecal Divertic., 4 
benign polyps Rt. & T. 
Colon. 

Auto Accid., Lac. Cecum & 
Rt. Colon, malig. polyp T.C. 
Colon, T. & Splenic Flex. 
Polyps, | malig., mucocele 
of appendix. 

Ca. Upper Rectum, 3 malig. 
polyps in L. Colon. 


Ca. Cecum, 3 polyps in T. 
& L. Colon; | malignant 
Acute Divertic. L. Colon, 4 
Polyps in L. & T. Colon, | 
malignant. 

2 small haem. benign Splenic 
Flex. polyps. 

Familial Polyposis, entire 
colon. 2 Cas. T. Colon. 


Gun shot Perfs. L. Colon, 3 
Polyps Sigmoid, 2 Malig. 


Diffuse Polyposis. 6 Malig. 
Polyps in Rt. & L. Colons. 


Endometriosis, stenosis L. 
Colon, 7 benign polyps. 


Perf. Diverticulitis L, Colon, 
2 benign polyps in proximal 
L. Colon. 

Acute Divertic. L. Colon, 3 
Polyps L. Colon, | Malig. 


Street Fight, Lac. T. Colon, 
6 benign polyps in T. & L. 
Colons. 


Large Ca. Splenic Flexure, 
2 Malig. Polyps L. Colon. 


CONDITION 







ON HOSP. 

TREATMENT DISCHARGE 
Rt. Colectomy, Ileo-trans- 
verse Colostomy. Well. 
Rt. & T. Colectomy, Ileo- 

Left Colostomy. Well. 
Rt. & T. Colectomy, Ileo- 
Left Colostomy. Well. * 
Rt., T. & Prox. Yo of L. Co- 

lectomy. Ileo-Distal L. Co- 

lostomy. Well. 
Perm. T. Colostomy, Com- 

bined Abd.-Perineal Re- 

sect. Well. # 
Nearly total colectomy, 
lleo-sigmoidostomy. Well. 
Resection of T. & L. Colon 

Rt, Colon-Sigmoidostomy. Well. 
Resect. Splenic Flexure, 
Colo-colostomy. Well. 
Total Colectomy, Perm.- 
Oleostomy. Well. 
Resect. L. Colon & Sig- 

moid. Anastom. T. Colon 

to Upper R. Well.* 
Rectum, & entire colon ex- 

cised. Perm. lleostomy. Well. # 
Left colectomy, T. colon 

anastom. to Upper Rec- 

tum. Well. # 
Left colectomy, Anastom. 

Splenic Flex. to Sigmoid Well.* 
Left colectomy. T Colon 

anastom. to Sigmoid. Well.* 
Resect. T. & Prox. L. Colon. 

Anastom. dietal L. Colon 

to Hepatic Flexure. Well.* 
Partial colectomy. Anastom. 

Prox. T. Colon to the Sig- 

moid Colon. Well. 


(*): Infected Wounds: 7 (21.21 per cent) 
(Pre-Op. Peritonitis: 6) 
(#): Medical P. Op. Complications: 5 (15.15 per cent) 








colotomies. The great majority of these 
instances were examples of extensive 
colo-proctologic surgical procedures. I 
am now fully convinced of the value, 
safety, and accuracy of this new method 
of examining the colon. Of these thirty- 
three examples, twenty-two (66.6 per 
cent) were found to have unsuspected 
additional malignant lesions of the 
colon, that had they gone untreated, 
would have certainly markedly reduced 
the longevity of these individuals. Even 
if only one such unsuspected malignant 
lesion had been found, its value would 
be firmly established. 

Charts I and II detail the best and 
the worst drugs available for intestinal 


antisepsis. All are urged to read the 


splendid recent contribution by Poth’ 
upon this subject. Poth’s suggestions 
are of great value. Charts III] through 
V tabulate the technics employed by us 
in mainatining intestinal antisepsis un- 
der varying conditions. It is unsafe to 
employ stronger concentrations of either 
neomycin or bacitracin within the free 
peritoneal cavity. Instances of respira- 
tory arrest have been recorded by 
others, when stronger solutions of these 
two antibiotic agents were used within 
the free peritoneum. Chart VII is a 
brief resume of the salient data to be 
found in Chart VI. These seven charts 
are believed to be self explanatory and 
no further elaboration upon their con- 
tents is considered to be necessary. 


CHART VII 


Resume of Principal Lesions in this Report 


Re OTN Ny 


~~ 


PER CENT OF 
UNSUSPECTED 
MALIGNANCY 
PER INDIVIDUAL 
PER CENT OF PRINCIPAL 
PRINCIPAL LESION NO. 33 PATIENTS LESION 
got fe TS a en 10 30.30 60.0 
(A.) Bleeding: 7 (21.21%) 
(B.) Detected by X-ray, but 
couldn't find by palpa- 
tion at operation:— 
(All Malig.) 3 (9.09%) 
TRAUMATIC ACUTE ABDOMENS .......... 5 15.15 80.0 
CARCINOMA OF COLON ................. 5 15.15 100.0 
ACUTE DIVERTICULITIS OF COLON ....... 4 12.12 50.0 
FAMMIIAAL PIOLYPOSIS § .. 2. ccc ee cess 2 6.06 100.0 
DIFFUSE POLYPOSS 2... ec. ca ee sss 2 6.06 100.0 
CHRONIC ULCERATIVE COLITIS, 

WITH ACUTE EXACERBATION ........... 2 6.06 0.0 
MUCOCELE.OF VERMIFORM APPENDIX .... | 3.03 100.0 
MULTIPLE SMALL HEMANGIOMAS 

Cog CLC | Se oe ae eee I 3.03 0.0 
STENOTIC ENDOMETRIOSIS OF LEFT COLON | 3.03 0.0 

TOTALS 33 99.99 


NOTE: In 22 Patients unsuspected additional malignant lesions of the colon were found by 
employing extensive colotomy that would have otherwise been overlooked by the 
Surgeon during abdominal exploration. 
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The technic of extensive colotomy is 
rather simple. After adequate bowel 
lumen sterilization has been obtained, as 
outlined in Charts III through V; the 
luminal contents are evacuated, by asep- 
tic suction aspiration, if at all possible. 
The antimescenteric midline of the colon 
is then exposed and put on a stretch. 
Soft rubber clamps are applied at the 
extreme proximal and distal limits of 
the colon to be opened, to prevent gross 
fecal flooding in an uncontrollable man- 
ner. It has been recommended by both 
Bacon and Peale’ and by Gants, Ray- 
mond and Pope’ to open the colon on its 
free antimesenteric margin through the 
lateral longitudinal muscular taenia. I 
wish to caution others, that unless this 
taenia is in the exact midline, you may 
destroy the blood supply (end artery in 
type) to a portion of the free anti- 
mesenteric wall of the colon with a later 
consequent necrosis and failure of heal- 
ing of the suture line. I believe with 
Cohn and Rives* that antibiotics con- 
fer a tremendous amount of protection 
to colonic anastomoses and tend to cover 
up successfully such errors in surgical 
technic. In our limited experience over 
the past six years, it was only necessary 





on one occasion (Case #1) to do an 
extensive closure of the colon. Usually, 
the finding of other premalignant or 
malignant lesions will necessitate exten- 
sive colectomies and consequently clos- 
ures of these extensive colotomy incisions 


is seldom required. Closure of the ex- 
tensive incision is obtained by using a 
continuous interlocking suture trans- 
versing all layers of 000 chronic catgut 
on an atraumatic needle. An interrupted 
serosal Lembert type suture of 0000 
black silk, spaced at 4mm. intervals, 
makes a satisfactory second row of su- 
tures. Barium enemata studies of such 
closed colotomy incisions fails to reveal 
any subsequent narrowing of the lumen 
diameter of the previously incised colon. 


The technics elaborated in Charts III 
and V are followed closely in the post- 
operative period and have been highly 
satisfactory in our experience. The fine 
contribution of Gants, Raymond and 
Pope’ upon this same subject, appears 
to substantiate the principal contentions 
made in this contribution. Their fine 
report antedates mine by a year, but I 
believe that my study has been of longer 
duration than their excellent study. 


Conclusions 


1. Today, with adequate preoperative, 
operative and postoperative prepara- 
tions, as detailed in this contribution, 
extensive colotomies are a safe, rapid 
and accurate method of locating illusive 
hemorrhaging or potentially malignant 
lesions of the colon. The prompt and 
early detection of such lesions will re- 
duce deaths from malignancy of the 
colon. 
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2. Thirty-three patients have been 
treated in the past six years by extensive 
colotomy without a death. Two-thirds 
of these patients were found to be har- 
bor unsuspected additional malignant 
lesions of the colon. Their longevity 
was thus greatly increased and colon 
surgery is becoming a more exact tech- 


nic, 
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Psychosomatic 


Proctology 


ALFRED J. CANTOR, M.D. 
Flushing, New York 


A proper consideration of the 
psychosomatic aspects of proctology re- 
quires at least one textbook. Indeed, 
inasmuch as we would need to consider 
the psychosomatic aspects of proctologic 
surgery, the psychosomatic aspects of 
medical proctology, the implications of 
general semantics in proctology, and 
many other subjects, a truly full con- 
sideration of psychosomatic proctology 
would require several textbooks. 

A few of the subjects that would need 
to be considered would be mucous 
colitis, the colon motor neuroses, 
ulcerative colitis, psychogenic constipa- 
tion or diarrhea, pruritus ani, foreign 
bodies in the rectum, trauma, and proc- 
talgia fugax. 

We would need to discuss the silent 
level, various forms of psychotherapy, 
including guided association therapy, 
and the newer developments in psycho- 
biology in the light of pharmacody- 
namic advances. Indeed, the psycho- 
somatic implications of drug therapy 
alone would warrant a separate text. 

Inasmuch as time is very limited, we 
will settle today for a brief presentation 
of some of the psychosomatic implica- 
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tions of pruritus ani. This symptom and 
its causes will demonstrate the true 
meaning of psychosomatic proctology. 

Pruritus ani is a state of intractable, 
chronic, anal and perianal itching. 

As I have pointed out in Ambulatory 
Proctology, the syndrome of pruritus 
ani has suffered from the same difficul- 
ties that long confused the syndrome of 
epilepsy. Pruritus ani is no more a 
disease than is epilepsy. Both are symp- 
toms. In the former itching is the chief 
manifestation, while in the latter the 
outstanding manifestation is the con- 
vulsion. Certain cases of epilepsy result 
from brain tumor, syphilis or cerebral 
trauma. Similarly, certain cases of 
pruritus ani result from oxyuris infesta- 
tion, allergy, eczema, chemical irritation 
or rectal pathology. Again, just as in 
certain cases of epilepsy the basic 
pathology cannot be determined, so in 
certain instances of pruritus ani the 
etiology cannot be determined by pres- 
ent diagnostic methods. 

Classification The term “crypto: 
genic pruritus ani” may be applied te 
those cases without evident etiology. 
This term must not be confused in 
meaning. It could be interpreted to 
mean unknown origin, which is_ its 
actual meaning in this case, or origin 
within the crypts of the rectum, which 
is not its meaning in this instance. The 
term “cryptogenic” is more suitable 
than idiopathic pruritus ani, for the 
latter would indicate a disease without 
a cause, a type of spontaneous genera- 
tion. Cryptogenic pruritus ani, in con- 
trast, signifies simply a disease of un- 
known (i.e. undetermined) _ etiology, 
undetermined only after exhaustive gen- 
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eral, local and psychiatric examination. 
All other cases could be classified as 
“secondary pruritus ani,’ and thus 
there would be only two all-inclusive 
groups, cryptogenic and secondary. This 
classification is obviously important. 
First, it makes evident the fact that there 
are certain cases of pruritus ani which, 
despite exhaustive study, must ultimate- 
ly be placed in the category of undiag- 
nosed etiology. These cases of crypto- 
genic pruritus ani represent failures of 
our diagnostic armamentarium. Treat- 
ment, of necessity, must be empirical in 
all such cases. This classification renders 
exhaustive study and complete examina- 
tions, both general, and local, an abso- 
lute necessity before cataloguing each 
individual case. It tends to obviate 
much of.the confusion in the literature 
with regard to diagnosis, etiology and 
therapy of various forms of pruritus 
ani. The classification thus provides a 
practical guide not only for diagnosis 
but also for therapy. The first step in 
psychosomatic proctology requires of 
the proctologist that he be an internist. 
Mechanism The mechanism of 
pruritis ani in the absence of organic 
changes is worthy of special considera- 
tion. This is a puzzling problem. The 
physician is frequently confronted with 
a patient who continues to present the 
subjective sensation of pruritus despite 
a complete return to normal of the peri- 
anal skin. Even after all organic path- 
ology’ within the rectum or colon and all 
systemic disease of a possible inciting 
nature have been ruled out, pruritus 
continues. 
Projection Mechanism—Pruritus Ani 
A twenty-six-year-old patient was 
operated for pruritus ani. The pruritus 
had been severe and a tattoo-neurotomy 
had been performed. The pruritus con- 
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tinued uninterruptedly even though the 
nerves had been cut and it was dem- 
onstrated to the patient and family that 
the skin in the perianal area was abso- 
lutely anesthetic after surgery. It could 
be cut or burned without sensation. The 
pruritus was thus explained as a pro- 
jection mechanism. 

It appeared that the patient did not 
wish to return to work which he dis- 
liked. Indeed his pruritus became very 
severe while he was waiting for his bus 
to carry him to work, and he could not 
sit comfortably on the bus on his way 
to work. However, the pruritus dis- 
appeared as soon as he reached his des- 
tination and realized that he must work. 

The pruritus continued after surgery 
because the patient was reassured that 
he would be able to return to work 
twenty-four hours after the operation, 
and he did not desire to return to work. 

We are all acquainted with the pa- 
tients who continue to demonstrate 
pruritus after surgical correction of 
organic rectal disease. Let us consider 
these patients. In some of these cases 
the pruritus is a manifestation of psy- 
chopathology. In others it is psycho- 
genic, but in another sense. In still 
others it is neurogenic. The distinction 
would be as follows: 

In the cases of true psychopathology 
there would be an obvious personality 
deviation. Evidence would be found of 
a psychoneurosis or a border-line or 
true psychosis. Then there are the cases 
that are psychogenic in the sense that 
they result from an emotional conflict, 
or represent an attempt to escape from 
the reality of a difficult life-situation, 
with a less acute personality deviation 
background. 

Self-Punishment—Pruritus Ani 
A forty-three-year-old woman pre- 
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sented herself with pruritus ani of a 
few weeks duration. She was the wife 
of a physician, and had been driving 
her husband’s automobile two days be- 
fore the onset of her pruritus ani, at 
which time an accident occurred. In 
the automobile at the time of the acci- 
dent were her daughter and the physi- 
cian’s mother. No one was injured but 
the automobile was badly smashed. 

She immediately telephoned her hus- 
band to tell him that no one had been 
injured, but that the car had been 
severely damaged. She stated that her 
husband was grateful that no one was 
injured but was very much concerned 
about the automobile. 

In this case we see the rapid develop- 
ment of pruritus in “atonement” for 
damages she had done to her husband’s 
automobile. Here we see the pruritus 
as a form of self-punishment. 

Sin Complex—Pruritus Ani 

A thirty-seven-year-old woman pre- 
sented herself with a history of severe 
pruritus ani developing while on her 
honeymoon three years before. The 
pruritus became so severe that she could 
not enjoy her honeymoon. 

Her history revealed a strict Catholic 
background. She had been taught that 
sex was sinful. Her husband was of 
Protestant religious training. It ap- 
peared that the pruritus ani had devel- 
oped as a form of self-punishment for 
marriage out of the Faith and for enjoy- 
ment of the sex act. 

The neurogenic cases are of another 
type. These cases either present the 
pruritus as the result of nerve impulses 
following the path of least resistance 
or as a projection mechanism. The first 
group of cases, that is, those that rep- 
resent pruritus as a result of nerve 
impulses following a path of least re- 
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sistance, are comparable to the subjec- 
tive sensations manifested by the 
amputation patient. We are all familiar 
with the amputation case that continues 
to complain of pain in the toe even 
after the offending member has been 
removed. Sensations of pain have been 
carried by the nerves of the extremity 
so frequently and so consistently that 
the patient continues to interpret im- 
pulses coming from the severed nerve 
ends as those of pain originating in the 
amputated toe. These impulses are fol- 
lowing well-worn pathways, paths of 
least resistance. Similarly pruritus ani 
may represent impulses passing over 
paths of least resistance. The brain has 
been so accustomed to receiving pruritic 
impulses along the nerves of the peri- 
anal region that, even in the absence 
of the inciting factor or factors, pruritus 
is still the interpretation given by the 
brain when impulses pass over these 
nerve pathways. Thus it is that a com- 
pletely normal perianal skin, after cor- 
rection of all organic pathology, can 
still continue to send impulses along 
these nerve fibers, and these impulses 
will be interpreted by the brain as pru- 
ritus. The mechanism must be explained 
to the patient. 

It is well to use the amputation illus- 
tration in explanation to the patient, as 
most intelligent patients are aware of 
the possibility of pain being interpreted 
as coming from an amputated limb. 
Marital Discord—Pruritus Ani 

A forty-one-year-old woman _pre- 
sented herself with a two-year history 
of serious pruritus ani preventing ade- 
quate attention to her household duties. 
The pruritus was so severe as to pre- 
vent sleep, and she “often went with 
only two or three hours sleep a night.” 
Physical findings were characteristic of 
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an extensive pruritus ani. No intra- 
rectal or sigmoid pathology was ob- 
served. 

She knew that her husband was un- 
faithful to her. When she learned of 
this the pruritus developed. Thus, funds 
that might otherwise have been spent on 
another woman were diverted toward 
the care of her illness. Repeated opera- 
tions and other treatments had proven 
unsuccessful (path of least-resistance- 
projection mechanism). 

Shortly after consultation this pa- 
tient’s husband sued for divorce. The 
pruritus underwent a severe exacerba- 
tion during the court proceedings. Two 
months later another man became seri- 
ously interested in the patient and pro- 
posed marriage. Her pruritus dis- 
appeared without further therapy. 

The second class of cases, the projec- 
tion cases, need further clarification. 
These cases may be compared to the 
projection of an image on a screen 
from a moving picture or still projector. 
The operator of the projector is the un- 
conscious mind. The projector repre- 
sents the brain and other components 
of the nerve pathways. The screen is 
the skin of the perianal region. Pruritus 
is projected by the unconscious mind, 
acting through the brain and nerves, to 
the perianal region. In other words the 
pruritus does not originate within the 
skin area, but originates rather in the 
unconscious mind of the patient. Thus 
it is that no pathology can be found in 
the perianal skin. No pathology is found 
in the rectum. Even if pathology is 
found in the rectum and is corrected, 
the pruritus persists. 

The pruritus persists in these cases 
even after extensive surgery, tattoo or 
tattoo-neurotomy, or excision of large 
wedges of perianal skin, It is just as 


futile to treat the perianal skin as it 
would be to attempt to remove the pro- 
jected image from the screen. Of course 
a temporary barrier can be interposed 
between the projected image and the 
screen. Similarly, a temporary barrier 
can be interposed by the above-men- 
tioned operations or by the use of an 
anesthetic agent. However, when the 
barrier is removed, the image once more 
appears upon the screen. Similarly, 
when the anesthetic agent loses its po- 
tency, or the nerves regenerate after a 
neurotomy, the pruritus returns. The 
fault does not lie within the perianal 
skin. The fault in these cases lies in 
the unconscious mind. Thus, if the pro- 
jected image on the screen is distaste- 
ful, it does no good to protest to the 
screen. We must protest to the operator. 
If the operator heeds our instructions, 
or is in some fashion eliminated, the 
image will be removed. Similarly, if 
the unconscious mind can be reached, 
the pruritus will be “removed.” I would 
classify these cases as projection pru- 
ritus ani problems. Projection pruritus 
must be understood by the physician or 
he will continue to employ local treat- 
ments when they are only of temporary 
or of no value. 

It will be readily apparent that al- 
though the cases of projection pruritus 
ani may be classified as neurogenic, 
the same mechanism is employed in 
many patients with psychogenic pruritus 
ani. It is difficult to choose a proper 
terminology for such _ classification. 
Psychogenic mechanisms must involve 
the nervous system. Neurogenic mech- 
anisms may or may not directly involve 
the psyche. It would be safer to de- 
scribe the projection pruritus ani 
mechanism without classifying it as 
either neurogenic or psychogenic. It 
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will be recognized that we are merely 
describing a structural-functional mech- 
anism involving the nervous system. 
The classification is merely a matter of 
convenience. 

Marital Discord—Pruritus Ani 

A thirty-two-year-old woman _pre- 
sented evidence of pruritus ani. The 
pruritus was severe, often waking her 
from sleep and preventing sleep. The 
usual perianal skin changes were ob- 
served and small internal hemorrhoids 
with a moderate cryptitis. It was inter- 
esting to note that she had no symptoms 
during the day, “except on week-ends.” 

It thus developed that her symptoms 
always occurred just before dinner 
when her husband was expected home. 
Symptoms were never present when her 
husband was at work. Thus, she did 
have symptoms during the day on Sat- 
urday and Sunday. 

A careful history indicated that her 
husband had unjustly accused her of 
infidelity. He was “insanely jealous of 
her.” The pruritus ani appeared within 
a few days after the first accusation. 

Tattoo-neurotomy provided only tem- 
porary relief. Pruritus continued even 
after the perianal skin had returned to 
normal. This represented a path of least 
resistance-projection mechanism. Psy- 
chotherapy resulted in disappearance of 
the pruritus. 

These various forms of pruritus, the 
cases representing psychopathology, the 
psychogenic cases of more recent or 
acute origin representing a tussle with 
a difficult immediate life situation, the 
path of least resistance cases, and the 
projection pruritus problems, all must 
be fully understood by the physician. 
Unless they are the patient will receive 
misdirected therapy. 

It must be recognized, however, that 
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a combination of factors may be re- 
sponsible for pruritus in any individual 
case. A problem that may originate in 
any one of the above groups may rap- 
idly take on characteristics of one or 
more of the other groups. Further, as 
a result of scratching or other irritation 
or infection, secondary factors appear. 
These secondary factors may be infec- 
tious, chemical or mechanical. The 
superimposition of secondary factors 
will further complicate the picture. 
When there are such secondary proc- 
esses, the patient must first receive local 
management. Infection must be brought 
under control, the irritating chemical 
being applied must be stopped, and the 
skin must, in so far as is possible, be 
returned to normal. When the skin is 
normal the psychogenic factors may be 
investigated and properly treated. In 
most cases proper treatment requires 
proper clarification of the nature of the 
condition for the patient. 

Inferiority Complex—Pruritus Ani 

A thirty-two-year-old man presented 
himself with a three-month history of 
pruritus ani. Pruritus was often noc- 
turnal and prevented sleep. Examina- 
tion revealed the usual skin changes of 
this condition, including a_ soggy, 
whitish, thickened perianal skin with 
minute scattered ulcerations. 

A marked feeling of inferiority was 
revealed in this case. His wealthy 
father-in-law treated him with disdain 
because of his limited earning capacity. 
His wife followed the father’s trend, and 
this was accentuated by the fact that his 
father-in-law had purchased a home for 
them far beyond anything the patient 
might have considered. 

It is interesting to observe that this 
patient earned $150.00 a week, and 
sometimes more, as a salesman. In 
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spite of this “adequate” earning ca- 
pacity, his father-in-law’s manufacturing 
business with its much greater financial 
returns gave the patient a serious in- 
feriority feeling. 

Six months before examination here 
he developed upper abdominal symp- 
toms. A complete  gastro-intestinal 
roentgen study was entirely negative. 
When this was reported to him, his 
symptoms disappeared. Subsequently he 
developed pruritus ani. 

Although the physician must make 
every effort to classify his case as closely 
as possible, we will not take the time 
here to list either the general etiological 
classifications or the specific etiological 
classifications with which you are all no 
doubt familiar. 

Treatment The treatment of pru- 
ritus ani is obviously difficult. Exact 
classification of many cases is tedious, 
sometimes clinically impractical at the 
first or second visit, -and occasionally 
impossible. 
with all the proctologists in the United 
States resulted in such a variety of opin- 
ion with regard to the handling of the 
cryptogenic pruritus ani problem that it 
became obvious to the interrogator that 
no one method had found universal suc- 
cess. Indeed, the usual reply was colored 
by despair. Why? 

There are several obvious reasons. 
One, pruritus ani is not a disease but is, 
rather, a symptom of many diseases. 
Unless the physician follows a definite 
plan of procedure in the diagnosis and 
treatment of pruritus ani problems, 
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treatment will be haphazard or shot-gun 
in nature. Two, limitation of technique 
to a single approach must obviously 
produce many failures. Three, unwill- 
ingness to try newer techniques such as 
tattoo and .tattoo-neurotomy make it 


impossible to evaluate these methods 
except on a local scale and in isolated 
hands. Four, the psychosomatic factors 
have been little understood, and there 
has not been sufficient investigation 
along this avenue. 

It would be well to outline a definite 
plan of procedure for the practical ap- 
proach to diagnosis and treatment of a 
typical pruritus ani problem. 

The history is of importance to 
guide both diagnosis and therapy. An 
adequate history is required to evalu- 
ate psychogenic causes. The psycho- 
neuroses, the psychoses, acute emotional 
upsets and conflicts, anal masturbation, 
and all psychosomatic factors are best 
evaluated by the history and its mode 
of delivery by the patient. The proc- 
tologist is here practicing psychiatry. 

A history of the appearance of pru- 
ritus after the ingestion of certain foods 
or drugs may indicate allergy. Pinworm 
infestation will be given prominent con- 
sideration when the pruritus is chiefly 
nocturnal, particularly in a child. A 
history of athlete’s foot infection will 
indicate the need for examination of the 
perianal region by scraping and fungus 
study. The proctologist is now in the 
domain of the allergist, the pediatrician 
and the dermatologist. 

Any local symptoms such as rectal 
bleeding or pain or mucus or purulent 
anal discharge will indicate a need for 
careful anal, rectal and sigmoid ex- 
amination. The elderly patient may pre- 
sent a history of senile urine dribbling. 
The patient with diabetes or hyper- 
throidism will present characteristic 
symptoms. 

It is very important to determine the 
types of therapy already employed. 
Many cases of pruritus ani are devel- 
oped and prolonged by ill-advised medi- 
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cation. A local dermatitis medica- 
mentosa is not infrequent. The severity 
of the pruritus is easily evaluated by 
the type of therapy previously em- 


_ ployed. If the patient continues to pre- 


sent severe pruritus after oil soluble 
anesthetic injection, after ill-advised 
roentgen therapy, or after a subcutane- 
ous neurotomy, that patient has per- 
nicious pruritus ani. He must be given 
immediate relief, even before thorough 
diagnostic evaluation. 

A complete physical examination in- 
dicates the presence or absence of sys- 
temic disease, and points the way 
toward further laboratory studies. How 
many proctologists do a complete physi- 
cal examination? 

The local rectal examination will dis- 
close any related local pathology. 
Fungus scrapings may be necessary, or 
the use of the NIH cellophane swab for 
pinworm diagnosis. 

Careful inspection, digital examina- 
tion, and sigmoidoscopy are routinely 
indicated. 

The general therapy of pruritus ani 
will depend upon the extent of the pru- 
ritus and its etiology. If there is no 
local pathology, and no evidence of 
systemic disease, a one-month trial of 
hygienic measures may be prescribed. 
Details of such care have been presented 
in various excellent textbooks on derma- 
tology, and the various proctologic text- 
books. 

Severe cases demand immediate re- 
lief. Extensive diagnostic studies must 
await relief. In my own experience 
tattoo-neurotomy offers permanent cure 
to the great majority of these patients. 
This statement presupposes the proper 
management of the psychogenic back- 
ground in all cases. The details of tattoo- 
neurotomy have been described else- 
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where. It is suggested that the reader 
familiarize himself with this therapy. 

In all cases of chronic, pernicious 
pruritus ani the patient demands im- 
mediate relief of his itching. Tattoo- 
neurotomy will restore the perianal 
skin to its normal flexibility and will 
immediately relieve the pruritus. When 
the patient is comfortable, further diag- 
nostic study may be instituted, and 
indicated measures considered. 

When the acute condition has been 
brought under control by the proper 
immediate therapy, proper classification 
can be attempted. More extensive diag- 
nostic measures, as outlined and antici- 
pated by the findings of the history and 
general examination may be advised. If 
the pruritus is a manifestation of acute 
emotional disturbance, it should be pos- 
sible for the physician to handle the 
problem without consultation. However, 
consultation serves a very useful pur- 
pose in many cases. It indicates to the 
patient that the pathology lies in the 
mind as well as in the anal region. It in- 
dicates that much of the control of the 
condition, after the acute factors have 
been corrected by the physician, is 
within the grasp of the patient himself. 
It indicates the complexity of the con- 
dition and the need for close coopera- 
tion between patient and physician. 

The path of least resistance cases re- 
quire continuous and prolonged nerve 
sedation. Of course, they require care- 
ful explanation primarily. After this 
explanation has been accepted by the 
patient, nerve sedation may be employed 
with the realization that it is merely an 
attempt to reduce the sensitivity of the 
nerves generally to the impulses that 
are productive of the pruritus. By re- 
ducing the sensitivity of the cerebral 
cortex and of the nervous system gen- 
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erally, the irritability of the involved 
nerves will be reduced correspondingly. 
Pruritus will lessen or disappear. For 
this purpose sodium phenobarbital may 
be prescribed in one-quarter grain 
dosage every four hours. The bromides 
may be preferred. If bromides are em- 
ployed, they must be given in small 
dosage to avoid bromide intoxication 
and its skin manifestations. More 
marked sedation may be attempted with 
sodium dilantin (Diphyenylhydantoin), 
grains one and one-half before each 
meal and at bedtime. This may be com- 
bined with sodium phenobarbital, one- 
quarter or one-third of a grain. The 
sodium dilantin may occasionally pro- 
duce too much sedation. The dosage 
can then be gradually reduced. Mus- 
cular incoordination, dizziness, gastric 
disturbance, bleeding and swelling of 
gums, loss of weight or a rash may be 
toxic manifestations of sodium dilantin. 
Toxic symptoms may.be transient how- 
ever, and do not necessarily indicate a 
need for drastic reduction in dosage. 
The projection cases require careful 
explanation. The explanation must be 
understood and accepted by the patient. 
The nature of the unconscious mind, 
the relationship of the unconscious 
mind to pruritus, and the analogy be- 
tween the unconscious mind and the 
operator of a projection machine must 
be clearly understood by the patient. 
In addition to the psychotherapeutic 
approach, temporary barriers may be 
interposed between the unconscious 
mind and the perianal skin in the form 
of a nerve cutting operation, (a tattoo- 
neurotomy), or the use of long acting 
anesthetic agents. The judicious em- 
ployment of central nervous system 
sedatives is also indicated. Sedatives 
acting upon the autonomic nervous sys- 
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tem are of definite value. Bellergal may 
be prescribed, advising one tablet after 
each meal and at bedtime. Again, 
sodium phenobarbital alone or in com- 
bination with dilantin may be advised. 

As I have indicated, the patient must 
be given the proper insight into his 
condition. It must be recognized that 
there will be psychogenic factors in all 
cases, even those with initial organic 
pathology. And, further, in those cases 
of original psychogenic origin organic 
factors will be superimposed. Thus, the 
two cannot be disassociated. Success in 
treatment will come only as a result of 
a recognition of the complex character 
of the initial and ultimate etiology. It 
matters not at all that a fungus may 
have been the initiating factor. If the 
patient has lost sleep and become irri- 
table, and developed (or awakened 
latent) emotional conflicts, social dis- 
turbances, and a general state of anxiety 
and tension as a result of the subsequent 
pruritus ani, that patient requires care- 
ful psychiatric management as well as 
treatment of the fungus. So it is with 
most cases of pruritus ani. The original 
factor may have been long since lost 
underneath the superimposed secondary 
factors. 

As you all know, there are more than 
25 tranquilizing agents now under in- 
vestigation. These drugs are known as 
ataraxics because their effect is to pro- 
duce ataraxia—leaving the patient 
ataraktos—“without confusion and with 
peace of mind.” 

Obviously, such a goal is much to be 
desired in the patient with pruritus ani. 
I recommend to all of you that every 
patient with pruritus ani be given a 
fair trial of these drugs, concurrently 
with the correction of any local pathol- 


ogy. 
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Anal Hygiene in Its 





Relation to Individual 


and Public Health 


Maen thought and study has 
been given to the hygiene of the lips and 
mouth. In comparison, anal and _ in- 
tragluteal hygiene has been neglected. 
Anal hygiene, nevertheless, is of great 
importance both in its relation to in- 
dividual and to public health. 

Among the lower animals the anus is 
pretty well self cleansing and takes care 
of itself. If one examines the horse, cat. 
dog, deer and rabbit, for example, one 
finds the anal region fairly clean in 
spite of the lack of artificial hygiene. 
The cat, for example, is a very clean 
animal and goes to elaborate precautions 
to avoid fecal contamination of paws and 
fur. Man, when camping, might well 
imitate the cat’s habit of burying its 
excreta, Moses, no mean public health 
doctor, recommended that the Israelites 
carry a paddle to be used to bury the 
excreta when one was abroad in the land. 
The animal anus keeps fairly clean be- 
cause its construction makes it self 
cleansing. Man, living in a state of 
“nature,” with a normal anus and 
sphincter also had no great need for 
artificial hygiene. The rain and ele- 
ments helped. The problem of civilized 
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man wearing clothes, eating an unnatu- 
ral diet and all too often a sufferer from 
hemorrhoids, both internal and external, 
skin tags, pruritus, fissure, and eczema 
is complicated to say the least. Man, 
furthermore, is a creature of habit and 
resents any effort to change his time hal- 
lowed customs, 

Anal hygiene is of importance both 
for the individual and also in its rela- 
tion to public health. 

(1) For the individual, poor anal 
hygiene may result in or predispose to 
pruritus, fissure, infected crypts, abscess, 
eczema, pin worms and external hemor- 
rhoids. Constant scratching and the use 
of irritating applications form part of a 
vicious circle that only cleanliness can 
break. 

(2) As a public health problem the 
care of the anus is of vast importance 
because certain forms of hygiene lead 
inevitably to contamination of the hands. 
Fecal matter is then passed on to other 
men and may result in disease. People 
in the mass do not wash their hands 
after moving the bowels and further- 
more, few people know how to wash the 
hands. Long finger nails are repre- 
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hensible because they cannot be cleaned. 
“The way from one man’s anus to an- 
other man’s mouth is extremely direct.” 
Children almost never wash their hands 
after the toilet. In fact, in many schools 
there are no facilities for doing so. 
Children pass pin worm eggs from hand 
to hand and so from mouth to mouth. 
The virus of infantile paralysis is also 
spread by feces. The food handler, cook 
and waitress contaminate the food. 
“Typhoid Mary” is the prototype. She 
was a carrier and her unwashed hands 
spread disease and death wherever she 
went, Infantile paralysis is harder to 
trace but it also can be spread by dirty 
hands. 

It is strange how blind people are to 
the sequences of what the hand touches. 
I once had a room by a hotel toilet and 
could hear through the partition, which 
was thin. As | lay in bed mornings, I 
could hear the kitchen staff as they used 
the toilet. Not one paused to wash the 
hands after pulling the chain. When 
grown people are so filthy what can one 
expect of children? In America there 
are at least facilities for hand washing. 
In some parts of Europe this is not true. 

The only way to change people’s 
habits is to begin in childhood when 
habits are being formed. Few people 
think about the matter later on. The 
habit of hand washing and how to do it 
should be ingrained in the grammar 
schools. 

Let us now examine some of the 
methods of anal hygiene. It would seem 
that little thought had been given to 
the matter. Any attempt to discuss the 
subject is generally met with the re- 
mark, “Why bring that up?” or one is 
made the butt for rude humor. Never- 
theless science has no prejudice. 

Let us consider first the individual 


and secondly public health. Primitive 
man used nothing and this, in so far as 
the hands remained uncontaminated, was 
good hygiene. It is probable that at 
some stage in man’s evolution grass, 
leaves, moss or other vegetable matter 
came into use. The use of paper is a 
recent custom because paper was un- 
known in the Western world until in- 
troduced from China. The English poet, 
Robert Herrick, writes as a preface to a 
book of poems the following verse: 

“Who with these leaves shall wipe 

at need 

The place where swelling piles do 

breed 

May every itch which bites and 

smarts 

Perplex him in his hinder parts.” 
Then we learn that in the 17th Century 
paper was in use and furthermore that 
piles and pruritus were probably com- 
mon, The wiping method, be it done 
with grass, leaves, paper on what not 
has little to recommend it. From the 
standpoint of personal hygiene “spread- 
ing the excreta thin by means of paper” 
is not real cleanlines. Furthermore, 
when fecal matter is smeared about the 
skin is frequently injured and a fric- 
tion and/or allergic infective eczema 
often results with intolerable itching. 
The use of paper is also a cause of anal 
fissure, external piles, furuncle and rec- 
tal abscess. When one reflects upon the 
harsh treatment that the anal region re- 
ceives it is small wonder that disease is 
common. One is tempted to believe that 
no hygiene were better than paper. 

The things employed to wipe the anus 
are extremely various. I am told that 
grass is used in rural Russia. Leaves, in- 
cluding Rhus Toxicodendron are often 
used by picnickers and pioneers. Paper 
of all sorts, even building paper is used. 
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The mail order catalogue is almost 
standard equipment in the out of door 
rural American toilet. As the winter 
months pass and the harness and tractor 
sections in the back part are reached, 
one knows it is surely Spring! I am 
told that people frequently write and 
ask that a slightly softer variety of paper 
be employed in the catalogues. Certainly 
glazed paper is most unsuitable. The 
skin can become sensitized to colored 
ink or rotogravure pictures. In the corn 
belt corn cobs are often used for wiping. 
J. W. Riley (in his poem on the “back- 
house”) speaks of a “corn cob hanging 
on a string.” A fresh one was better! 
Lacking paper some people use the fore- 
finger which is then wiped upon the 
wall! 

From a public health point of view. 
through the paper technique, the hands 
are somewhat protected from contamina- 


29 


tion. Paper, nevertheless, is not always 
puncture proof and the hands may touch 
the intragluteal skin. Certain it is, that 
users of paper should thoroughly scrub 
the hands after visiting the toilet. 

Some brands of toilet paper are more 
suitable than others. Glazed papers are 
poor cleansers. The soft crepe paper is 
good but it has the disadvantage of be- 
ing easily punctured, An English paper 
has both a glazed and a roughened side. 
It is relatively puncture proof but skids 
badly on dry fingers. German crepe 
paper is strong, a good cleanser but a 
little rough for some skins. 

It may come as a surprise to city bred 
Americans that there are large sections 
of the world where toilet paper is abso- 
lutely unknown. In rural Russia noth- 
ing or grass is used. Russian soldiers 
laughed at German war prisoners be- 
cause they used paper, when available. 
I read in Margret Mead’s book that in 
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the South Sea islands the beach is often 
used as a latrine. Perhaps the parts 
are then washed in sea water. Certain 
it is that primitive man, exposed to the 
elements, has less need for artificial 
hygiene than civilized, clothes wearing 
man. 

Among the 357,000,000 Hindus of 
India, toilet paper is not used. To the 
Indians the use of paper is a filthy Euro- 
pean custom. The Indian takes water 
with him when he goes to the toilet and 
using his hand he bathes the anus. After- 
wards he washes his hands with soap 
and water or, if soap is not available, 
with mud. From the standpoint of per- 
sonal hygiene this method has its merits, 
because the parts are cleansed without 
injuring them. I am told by Indian 
physicians that fissures and pruritus are 
far less common in India than in Europe 
and America. 

From the public health angle the In- 
dian method is bad because only a surgi- 
cal scrubbing will render the hands pure. 
It is certain that typhoid, cholera, dysen- 
tery and other feces borne diseases are 
spread in India by unclean hands. Pin 
worm sufferers may also reinfect them- 
selves, 

A method has been developed in 
France which is perhaps an improvement 
over the Indian method. Some French 
toilets are equipped with a “bidet.” 
There is in some a gadget in the bowl 
which will direct a stream of cleansing 
water on the anal region, It would be 
a good idea if this invention was intro- 
duced into other parts of the world. The 
French also once had paper soap tissue. 

When the question of perianal clean- 
liness comes up in a doctors office, 
generally as the result of some disease 
such as anal pruritus, the physician may 
tell the patient to use cotton swabs with 


65 









soap and water or toilet paper with soap 
and water. There are certain objections 
to this. In the first place, soap is irri- 
tating to eczemeatous skin. Second, toilet 
paper is friable in water. Furthermore, 
water may not always be available. 


A cosmetic cream on toilet paper can 
be employed where the bidet is un- 
known. 








Some doctors recommend sulfonated 
oil and water as a cleanser (Acidolate). 
More attention and study should be 
given to the problem of anal hygiene. 
The subject has been neglected. The 
wiping technique has become crystal- 
lized by custom but better methods can 


be devised. 
Villa Fischer 





Diagnosis of Rectal Carcinoma by Smear 


Technique 


Early diagnosis with consequent early treatment 1s one 
of the most important factors in the management of cancer. 
Obviously, unless diagnosis is made in the early develop- 
mental stages, little beyond palliation can be expected from 


treatment. 


Usually, a considerable interval elapses between the pa- 
tient’s first visit to the physician and the start of treatment— 
surgical or irradiation therapy. Since it is not known just 
when metastasis occurs, every effort should be made to 
shorten the time between the initial consultation and the 
institution of treatment. To shorten this time interval, and 
to provide an additional diagnostic measure, the cytologic 


smear technique, originally 


developed by Papanicolaou 


and his associates for the study of cellular details of 
vaginal smears, may be adapted to the study of rectal 


neoplasms. 


—Ambulatory Proctology (Second Edition 1952), 


by Alfred J. Cantor, M.D. 


Hoeber, Inc. 
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This A.C.M.1. instrument is 
designed primarily for obtaining 
sigmoidal, rectal and cervical 
biopsy specimens. 





Sigmoidal 16” Cat. No. 292 
Rectal 13” Cat. No. 292-B 
Cervical 9” Cat. No. 292-C 
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The sheath has a rotating mechanism which permits a 360° rotation of 

the cutting jaws. The cutting jaw mechanism consists of a stationary and 

movable jaw; the latter opening and closing sidewise provides better visual- 
ization of tissues engaged in the tin jaws. 
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heals + cools + soothes 


Relieves itching, 
burning, chafing, and 
soreness in rectal area. 


Promotes healing 

by providing protective 
barrier against 
irritation, moisture, 
and bacterial invasion. 


Bristol-Myers Co. 
19 West 50 Street, New York 20, N. x. 


Distributor for CHARLES AMMEN CO. « Alexandria, La. | 








= 
P y 
Aars 


HESE jars are handmade and painted 
Lo the famous Anton Herr Pottery 
Works in West Germany. 

Money promptly refunded if not satis- 
factory. 

Write for full color descriptive folder 
to: 
MEDICAL TIMES OVERSEAS, INC. 
1447 Northern Blvd., Manhasset, N. Y. 











Newer 


Products 





| Combid, Smith, Kline & French Laboratories, 


Philadelphia |, Pennsylvania. Spansule cap- 
sules containing 10 mg. Compazine (pro- 
chlorperazine) and 5 mg. Darbid (isopro- 
pamide). Indicated for 24-hour control of 
both the physical and psychic components 
of ulcer and other gastrointestinal disorders. 
Dose: | capsule every twelve hours. Sup: 
Bottles of 30. 


| Falvin, Lederle Laboratories Divison, American 


Cyanamid Co., Pearl River, New York. Cap- 
sules, each containing | USP Oral Unit 
Vitamin Biz with Autrinic intrinsic factor con- 
centrate, 300 mg. ferrous sulfate exsiccated, 
75 mg. ascorbic acid, and | mg. folic acid. 
Indicated for macrocytic and microcytic 
anemias as well as the treatment of marginal 
anemias and the By deficiency states which 
may predispose a patient to anemia. Dose: 
2 capsules daily, or as directed by physi- 
cian. Sup: Bottles of 60 and 500. 


Hist-A-Cort E Creme, Dome Chemicals, Inc., 
New York, New York. Combination of anti- 
histamine, hydrocortisone, estrone and vita- 
min A. Indicated for specific treatment of 
pruritus ani, pruritus vulvae and kraurosis, 
vulvae. Dose: Apply topically once or twice 
daily. Sup: V2, oz. tube in 1% strength, '/2 
oz. tube in 0.5% strength. 


Magnocyl, Paul B. Elder Co., Bryan, Ohio. 
Capsules, each containing 250 mg. pro- 
pethyleneoxides. Indicated to relieve and 
thereafter prevent constipation associated 
with pregnancy and diverticulitis. Dose: As 
directed by physician. Sup: Bottles of 100. 


Tetrex Intramuscular, Bristo! Laboratories, 
New York, New York. New injectable Tetrex. 
Indicated for treating various types of in- 
fection where broad spectrum antibiotic 
therapy is found to be effective. Dose: 250 
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the pleasant physiologic corrective for 


constipation 


the child the pregnant the aged 


neo-cultol 


L. Acidophilus in. chocolate-flavored 
mineral oil jelly 


NEO-CULTOL acts to restore and maintain 
normal peristalsis naturally, safely, pleas- 
antly. It implants in the intestines the normal 
aciduric flora necessary to healthy bowel 
movements. At the same time it lubricates, 
softens the colon contents to prevent dry, 
‘““‘constipated’’ feces. No phenolphthalein, no 
salts, no bulk, no roughage. 


tastes like chocolate pudding 


samples on request 


arlington-funk laboratories 
division of U. S. VITAMIN CORPORATION 
250 East 43rd St. ° New York 17, N. Y. 
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tit 


FOR SPASTIC CONSTIPATION 


¢ Anal Stricture + Achalasia + Prolapse 
¢ Post-hemorrhoidectomy «+ Post-fistul- 
ectomy 

Gently stretch tight, spastic, or hyper- 
trophic sphincters. Help train defecation 
reflex, reduce tonus, induce mild peristal- 
sis. In graduated sizes for progressive 
therapy. 


Infants: In flexible rubber. Children and Adults: 
In bakelite. 
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mg. to 500 mg. intramuscularly daily, as 
directed by physician. Sup: | dose vial of 
250 mg. 


Vifort Nectar, Endo Laboratories, Richmond 
Hill, New York. Each 5 cc. teaspoonful con- 
tains 5000 units Vitamin A, 1000 units Vita- 
min D, 50 mg. Vitamin C, 3 mg. triamine 
HCl, 3 mg. riboflavin phosphate, 10 mg. 
nicotinamide, | mg. pyridoxine HCI, 10 mg. 
panthenol, and 5 mcg. Biz. Indicated for 
use as a flavored nutritional supplement. 
Dose: As directed by physician. Sup: Bottles 
of 4 and 16 oz. 


Wyanoids HC, Wyeth Laboratories, Philadel- 
phia, Pennsylvania. Rectal suppositories, each 
containing 10 mg. hydrocortisone (as ace- 
tate), 0.5% extract belladonna, 0.1% ephe- 
drine sulfate, zinc oxide, boric acid, bis- 
muth oxyiodide, bismuth subcarbonate, and 
balsam peru in an olenginous base. Indi- 
cated for the treatment of acute and chronic 
nonspecific proctitis, radiation proctitis, 
proctitis accompanying ulcerative colitis, 
medication proctitis, acute internal hemor- 
rhoids, cryptitis, post-operative scar tissue 
with inflammatory reaction, and internal anal 
pruritus. Dose: One suppository rectally 
twice daily for six days, or as required. Sup: 
Boxes of 12. 





| Zactirin, Wyeth Laboratories, Philadelphia 3, 
Pennsylvania. Non-narcotic analgesic. Effec- 
tive for relief of low back pain and pain 
| of minor traumatic injuries, joint pains and 
| related disorders, abdominal, perineal, and 
| menstrual pains, and post-operative and 

dental pains. Yellow and green tablets, each 
containing 75 mg. ethoheptazine citrate and 
5 gr. acetylsalicylic acid. Dose: For moder- 
ate to moderately severe pain, 2 tablets 3 
or 4 times daily. For mild pain, | tablet 
3 or 4 times daily. Total daily dosage 
should not exceed 8 tablets. Sup: Bottles 
of 48. 





NEW INSTRUMENTS 





Sigmoid, Procto and Anoscopes, Eder Instru- 
ment Company, Chicago 14, Illinois. Tele- 
scope (4X) revolves 360 degres to cleai 
lumen when necessary, and pulls out for 
| fast removal. Pistol grip with switch control 
wheel. Easy to change from proximal to 
distal illumination. Scopes are calibrated 
every 5 cm and are available in lengthes of 
from 10 cm to 35 cm and in various diam- 
eters. 
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COLLECTED PAPERS OF THE MAYO CLINIC 
AND THE MAYO FOUNDATION edited by 
Richard M. Hewitt, B.A., M.A., M.D., John 
R. Miner, B.A., Sc.D., James R. Eckman, A.B., 
M.A., Ph.D., M. Katherine Smith, B.A., Carl 
M. Gambill, A.B., M.D., M.P.H., Florence L. 
Schmidt, B.S.E., George G. Stilwell, A.B., 
M.D. and Guy Whithead, B.A., M.A., Ph.D. 
W. B. Saunders Company, Philadelphia and 
London, Volume XLVIII—1956 (Published 
June, 1957), 778 Pages. Charts & Illustra- 
tions. 

_ The work of the Mayo Clinic and the Mayo 

Foundation needs no introduction to the 





BOOK REVIEWS FOR PROCTOLOGISTS 


average reader. The present volume is the 48th 
in a series and is of particular value for the 
general practitioner, the diagnostician and the 
general surgeon. As usual, there is also in- 
cluded representative work in the basic 
sciences. 

The gastroenterologist and the proctologist 
will find extensive material on the alimentary 
tract. 

The studies on non-tropical sprue, pneuma- 
tosis cystoides intestinalis, surgical aspects of 
polyps of the colon, Peutz-Jeghers Syndrome, 


—Continued on following page 








Pulls out for fast removal. 


mal bulb out of lumen. 


instrument for rectal examination. 


EDER 





NEW EDER SIGMOIDOSCOPE ° 
PROCTOSCOPE - ANOSCOPE 


e Easy to change from proximal to distal illumination. 
@ 4X Telescope revolves 360° to clear the lumen when necessary. 









© Scopes attach to air tight head with less than 1 turn. 
© Comfortable pistol grip with switch control wheel to move proxi- 


© Scopes available 10 cm to 35 cm long and various diameters. 


WRITE FOR prices and complete description of this new versatile precision 


INSTRUMENT COMPANY 


2293 N. Clybourn Avenue, Chicago 14, Illinois 
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Diverticulitis, basaloid lesions of the anus, 
and submucosal rectal nodules, will be of very 
special value for the proctologist. 

This particular volume is especially good, 
and should be included in the library of every 
progressive physician. 


MEDICAL PROGRESS — 1956—A _ Review of 
Medical Advances During 1955. Morris Fish- 
bein, M.D. editor. Published by The Blakiston 
Division, McGraw-Hill Book Company, Inc., 
New York — Toronto — London. 389 pages — 
price $5.50. 


The fourth volume in this series is an ex- 
cellent review that will be useful to all physi- 
cians. 

There are excellent sections on medicine, 
allergy, gastroenterology, and general surgery, 
laboratory procedures, dermatology, neurology, 
physical medicine, cardiovascular disease, 
psychiatry, ear, nose and throat, orthopedic 
surgery, and endocrinology. The scope is wide, 
the editing is good, and the material will be 
very valuable to bring the reader up to date. 

Proctologists will find the section on gastro- 
enterology particularly interesting. 





for protection 
and relief 
in pruritus ani 


AMMENS. 


medicated 


POWDER 


heals + cools - soothes 


Relieves itching, 
burning, chafing, and 
soreness in rectal area. 


Promotes healing 

by providing protective 
barrier against 
irritation, moisture, 
and bacterial invasion. 


Bristol-Myers Co. = 
19 West 50 Street, New York 20, N. Y. 
Distributor for CHARLES AMMEN CO. « Alexandria, La 
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SURGICAL TECHNIQUE AND PRINCIPLES 
OF OPERATIVE SURGERY by A. V. Parti- 
pilo, M.D., F.A.C.S., Clinical Professor of 
Surgery, The Stritch School of Medicine of 
Loyola University, Senior Attending Surgeon, 
Columbus and St. Mary's Hospital, Attend- 
ing Surgeon and Chief of Surgical Staff, 
Mother Cabrini Hospital, Chicago. 6th Edi- 
tion, 966 pages, 1235 illustrations 719 figures 
4 in color price $20.00—published by Lea 
& Febiger. 


The sixth edition of this excellent surgical 
textbook has been carefully revised, and well 
edited. The viewpoint is that of morbid phy- 
siology with a fundamental consideration in 
each section of surgical anatomy. 

Diagnosis, indications for surgery, pre- 
operative and post-operative treatment are all 
adequately discussed. The post-operative tech- 
nic of surgery is carefully described and the 
illustrations are excellent. The principle fol- 
lowed is to describe only one method for 
similar procedures, and only one modification 
in detail. However, other modifications are 
mentioned and alternative procedures. There 
are 38 new chapters in the sixth edition, in- 
cluding excellent material on radioisotopes and 
radiation therapy in surgery. 

The newer developments in cardiac surgery 
and surgery of the major blood vessels will also 
be found well described. The same may be 
said for thoracic surgery. The proctologist will 
find excellent material in his own field (seven 
chapters). The book is recommended for stu- 
dents and for practicing surgeons. 


Stedman's MEDICAL DICTIONARY—published 
by the Williams & Wilkins Company—price 
$12.50. 


The new (19th) edition of Stedman’s Medi- 


cal Dictionary contains several thousand new 


terms. 

The name of pharmaceutical preparations 
have been changed from Latin to English. 

The section on medical etymology is excel- 
lent, and should be read carefully by anyone 
who wishes to use the dictionary to best ad- 
vantage. 

This is one of the most complete medical 
dictionaries known to this reviewer, and it is 
recommended for every physician’s library. 


SURGERY FOR GENERAL PRACTICE by 
Richards, Professor of Surgery, Chairman of 
the Department of Surgery, Stanford Uni- 
versity School of Medicine, San Francisco, 
California, 947 pages — 476 illustrations — 
published by The C. V. Mosby Company, 
price $17.50.’ 


This book should be of value to the average 


| general practitioner, and’ would be a welcome 


edition to the library of the surgical specialist 
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as well. The major theory in the book is the 
development of comprehensive surgical care 
rather than specialty surgery. However, the 
specialty fields in surgery are considered and 
are described by specialty surgeons. The proc- 
tologist will find a chapter on the Anal Canal 
and Rectum, and will probably generally agree 
that the material is adequate for the general 
practitioner. The general practitioner can do 
much more than is described in that chapter, 
but if he learns the procedures detailed he will 
add greatly to his general proctologic ability. 

The same may be said for the other chapters, 
but this is not in criticism. It is merely the 
reviewer's opinion that the average general 
practitioner can do adequate surgery in most 
areas. However, the question arises as to 
whether or not plastic surgery—as described 
in this text—should be attempted by the 
general practitioner. 

The book is very well written and edited, all 
its contributors being recognized teachers of 
surgery. It is extremely well illustrated. 

It may be recommended for the general 
practitioner, the intern, and even for the spe- 
cialist. 





PATHOLOGY with clinical applications by 
Stanley L. Robbins, M.D., Associate Professor 
of Pathology, Boston University School of 
Medicine, Associate Director of the Mallory 
Institute of Pathology, Boston, Massachu- 
setts, Lecturer, Harvard Medical School and 
Tufts University School of Medicine, 1350 
pages—published by the W. B, Saunders 
Company—price $18.00. 


This textbook has been written for the medi- 
cal student and the practitioner in a very logi- 
cal, organized readable fashion. Each discus- 
sion begins with a study of normal structure 
and function of organs and tissues, and is fol- 
lowed by a description of the pathology of the 
same organs and tissues. Finally, the relation- 
ship of the pathology to clinical medicine is 
made clear. 

The book is very well written, extensively 
illustrated, and type-set in a very readable 
fashion. 

Although the student will profit most es- 
pecially from the arrangement and develop- 
ment of the material, the book will be an 
excellent reference work for the general 
practitioner. 





PRURITUS ANI 


NEW ORAL TREATMENT FOR INTRACTABLE CASES 
COMPLETE RELIEF IN 80% OF 46 CASES, USUALLY IN 3 DAYS.* 


BASED ON NEW RATIONALE 


In pruritis ani, stools are usually strongly 
alkaline. Malt Soup Extract encourages 
growth of aciduric bacteria in the intestines; 
feces become soft, have an acid reaction, and 
intractable rectal itching disappears. 
Borcherdt’s Malt Soup Extract consists of 
specially processed non-diastatic barley malt 
extract neutralized with potassium carbonate. 
(The same preparation as used for years in 
correction of constipation.) 


BORCHERDT'S 


Dose: 2 tbs. A.M. and P.M. Take in milk, 
water, or by spoon. Continue for 2 to 3 
weeks, when perianal skin should be healed. 
Resume treatment if symptoms recur. 
Supplied: Liquid, 8-oz. and pt. jars. Powder, 
8-oz. and 1 lb. jars. (Use heaping measure.) 
1. Brooks, L. H.: Use of Malt Soup Extract 

in Treatment of Pruritus Ani, 

(American Proctologic Society, 

1957. To be published.) 

For Samples and Literature, write 


BORCHERDT COMPANY 
217 N. Wolcott Ave., Chicago 12, Ill. 


April, 


MALT SOUP EXTRACT 


PROMOTES FAVORABLE ACIDURIC INTESTINAL FLORA 
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IN URINARY TRACT INFECTIONS | 


Soluble - Safe - Specific Sulfonamide 










High solubility, complete absorption, minimal acetylation, and neg- 
ligible penetration into red blood cells ensure rapid and effective 
bacteriostatic action with minimal side effects at site of infection. 
Ideal for long term therapy. 






direct/effective 


4 


Brand of sulfamethizole 


when analgesia is also desired 


lOSULFIL: A 


ne HCl 
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